THE BOSTON 


Medical and Surgical 


JOURNAL 


VoLuME 197 


SEPTEMBER 29, 1927 


NuMBER 13 


ORIGINAL 


ARTICLES 


JOINT AND BONE INFECTIONS IN CHILDREN* 


BY JAMES S. STONE, M.D., F.A.C.S. 


THE provisions for the growth of bone are the 
determining factors in the traumatic, infectious 
and nutritional lesions which occur in children. 
The provision for the growth in the length of 
bone at the epiphyseal line tends to protect joint 
surfaces by diverting fractures at this weak 
point. But this very weakness also increases the 
likelihood of injury to bone. Epiphyseal sep- 
aration is well recognized but there is not a 
general recognition of the frequency with which 
an epiphysis may be loosened without actually 
being displaced. While our knowledge of frac- 
tures has increased ‘enormously as a result of 
X-ray studies, less severe lesions at the epi- 
physeal line have been neglected. Only a thin 
film of blood too small to be detected is present 
between the shaft and epiphysis. Displacement 
must be considerable before clearly demonstrable 
in the radiographic plate. The centre of ossifica- 
tion must be materially off the main axis of the 
bone for the lesion to be seen, and even then an 
accurate comparison of sound and injured sides 
in absolutely symmetrical positions is necessar 
before any conclusions can be drawn. | 

We must therefore come back to clinical his- 
tory and clinical observation to make our diag- 
noses. This does not imply that X-rays are not 
to be taken whenever possible but many trau- 
matie lesions must be diagnosed clinically which 
the X-rays fail to reveal. Localized tenderness 
about the epiphyseal line, impairment of func- 
tion and a consistent history are the factors nec- 
essary for diagnosis. Sprains and dislocations 
occur in children, but they are rare. Injury at 
the epiphyseal line is common. 

Fortunately unwillingness to use the injured 
part usually allows solid union without subse- 
quent harm. At the knee and ankle the epi- 
physeal lines are broad surfaces practically at 
right angles to the line of weight bearing. Thus 
there is little tendency to displacement. The 
epiphyseal head of the femur however rests upon 
a relatively small epiphyseal line not quite at 
right angles to the line of weight bearing and 
subject to strains in all directions. 


*Read at the 29th semi-annual meeting of the New Hampshire 
Surgical Club at Keene, N. H., May 3, 1927. 


Protected as it is by very strong muscles the 
child may use the femur before union is abso- 
lutely firm. <A slipping may cause a coxa vara 
or a disturbance of nutrition may cause abnor- 
mality in the head of the bone. In the upper 
extremity there is little chance of permanent 
harm from too early use. 

The provision for the growth in circumference 
of bone causes a vascular active periosteum. 
That in a baby may be compared to the bark of a 
twig, while the periosteum of an adult may be 
compared to that of a limb of a tree. In the 
twig and in the baby’s bone the covering bark 
or periosteum is very strong as compared with 
the wood or bone beneath. Thus subperiosteal 
fractures are common in children. Greenstick 
fractures are but one type. 

This name might well be confined to those in 
which the concave cortical layer is bent and in 
which the convex cortical layer is broken. Rare- 
ly there is the buckled type in which the convex 
layer is bent but the concave layer doubles in on 
itself. There are complete breaks under the 
periosteum, some with slight impaction, others 
practically without displacement. Thus the 
term subperiosteal is broad and inéludes several 
definite types. 

In diagnosis there are the same characteristic 
symptoms, localized tenderness, particularly en- 
circling the bone, an impairment of function and 
a consistent history. . 

Impairment of function is purely reflex. Much 
is said of reflex muscular spasm, but reflex mus- 
cular inhibition is neglected. Both guard against 
pain. In a fracture of the femur the thigh 
muscles contract in an attempt to prevent mo- 
tion. In a subperiosteal fracture of the tibia 
with so little displacement as not to be apparent 
in the X-ray in one plane though it may show in 
another, the muscles cannot contract sufficiently 
to earry the weight of the body. Reflex muscular 
inhibition makes the child fall to the ground. A 
child is absolutely unable to extend the arm from 
the side in a subperiosteal fracture of the surgi- 
eal neck of the humerus, though able to do every- 
thing with the forearm and hand. Contraction 
of the deltoid muscle would bring a cross strain 
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on the injured upper end of the shaft and would 
‘thus cause pain. In each instance reflex inhibi- 
tion is a protective mechanism just as spasm is 
a protective mechanism. 


Localized tenderness may of course result 
from many causes. A blow upon the tibia may 
cause subperiosteal hemorrhage without a break 
in the bone. But the tenderness would not be 
likely to encircle the bone, as would that due to 
a fracture. Weight bearing would be possible. 
Impairment of function would follow only if the 
injury interfered with muscular action. 


In considering the consistent history the disa- 
bility must follow at once upon an injury which 
might cause fracture. Preceding symptoms 
such as lameness or pain, fever, a delayed onset 
of the disability exclude the possibility of basing 
the diagnosis of a simple fracture upon history 
of the injury. 

Fractures must thus be recognized in the ab- 
sence of deformity, crepitus or abnormal mobil- 
ity. In epiphyseal line injuries they must be 
recognized in spite of negative X-ray findings. 
In subperiosteal fractures they must be recog- 
nized even though not visible in X-ray plates 
taken only in one plane. 


The great liability to minor injury and slight 
haemorrhage at the epiphyseal line renders this 
area peculiarly susceptible to infection, if the 
resistance is lowered and if there is a primary 
focus from which infection may start. Appar- 
ently insignificant infected blisters, boils, tonsil- 
lar infections, umbilical infections in the new 
born and pneumonia are among the common pri- 
mary foci from which the infecting organisms 
may reach the epiphyseal line. They are carried 
in the blood stream to the terminal vessels at 
the epiphyseal lines. Not all bone infections 
start thus but the chances of lessened resistance 
and the distribution of the blood vessels makes 
infection at this point common. A minute abscess 
forms. If the infection occurs near the centre 
of the epiphyseal line it may spread in all diree- 
tions along this line and thus completely separate 
shaft and epiphysis. This is particularly likely 
to happen in the epiphyseal line of the head of 
the femur which is small in area. If the infec- 
tion takes place at the side of the epiphyseal line 
the abscess may obtain a vent into surrounding 
tissnes before it involves the whole of the epi- 
physeal line. This very commonly occurs at the 
lower end of the femur where the epiphyseal 
line is very extensive in area and is also eommon 
at the upper end of the humerus. 


As the infection spreads from the epiphyseal 
line outward it may perforate the periosteum or 
burrow underneath it. Where the periosteum 
is thickened and reénforeed by strong ligaments 
as at the ankle and wrist the probability is strong 
that the periosteum will be elevated from the 
bone. Thus infection starting in the lower epi- 
physeal lines of radius or ulna or tibia or fibula 


may very rapidly spread subperiosteally along 
the shaft of the bone. On the other hand infec- 
tion starting in the upper end of the humerus 
or the upper end of the femur commonly per- 
forates the periosteum without extensive spread 
beneath it. 

If the abscess perforates the periosteum the 
likelihood of continued spread in the bone is 
lessened. Infection in the upper epiphyseal line 
of the humerus may cause an abscess under the 
deltoid with trifling damage to the bone itself. 
Infection in the epiphyseal line in the lower end 
of the femur may spread directly into the knee 
joint causing a suppurative arthritis but doing 
limited damage to the epiphyseal line of perhaps 
one condyle. Or infection in the lower end of the 
femur may spread backward from the epiphyseal 
line into that flat area of bone just above the 
condyles. Here it may burrow under periosteum 
and also extend into the muscles. In such cases 
the knee joint is usually spared. 

It is thus largely an anatomical accident and 
it is relatively unimportant whether the joint is 
involved or not. The risk of a stiff joint in such 
infections is slight provided operative and post- 
operative trauma is not added to septic infection. 
The great danger is that an epiphysis will be 
completely separated from the shaft so that it 
will become a sequestrum in an abscess cavity. 
This is a common fate for the head of the femur. 
It is not common in other locations. 

Infection at the epiphyseal line may spread 
backward into the medullary cavity, causing 
true osteomyelitis or infection may originate 
away from the epiphyseal line. The younger 
the child the more likely is infection to start at 
the epiphyseal line and not involve the shaft. 
The older the child the greater are the chances 
of involvement of the medullary cavity. In 
adult life all infections must be true osteomy- 
elitis. 

When the periosteum is dissected off by th 
pus, necrosis of the bone inevitably follows. The 
nutrition from the periosteum is cut off, and the 
nutrient vessels become thrombosed. The bone 
dies, but it becomes a negligible factor as a causé 
of septicaemia. It is isolated. In true osteo- 
myelitis the septic absorption from the medul- 
larv cavity may be very great. 

Treatment is simple, and may be stated in two 
words,—adequate drainage. Abscesses in the 
soft parts must be drained. An involved joint 
must be opened. If the process has extended 
under the periosteum it must be slit open. If 
the shaft of the bone is involved in a true osteo- 
myelitis it must be guttered by removing the 
cortex over the diseased area. No rule ean be 
laid down as to the details of treatment. Each 
ease must be judged by itself. The pus should 
be followed and let out no matter where it leads 
the operator. He shonld not be confused by the 
technical steps involved in any formal operation. 
The treatment must conform to that funda- 
mental rule of surgery, that it should aid nature 
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in evacuating pus without unnecessarily involv- 
ing sound tissues. 

After the first treatment directed toward con- 
serving life and limb by checking sepsis, there 
follow the natural processes of repair. The in- 
volucrum forms new bone to replace that de- 
stroyed and if possible to extrude any sequestra 
which may have formed. Here again the sur- 
geon can help only by aiding the conservative 
forces of nature, by removing sequestra, by open- 


ing secondary abscesses, by helping to close]. 


eavities. The efficacy of the natural processes 
of repair should never be underestimated. 

Bone infections are often multiple. In babies 
more than one bone or joint is seldom involved 
except in an overwhelming general septicaemia. 
In older children it is common to have secondary 
infections in other bones. These are usually less 
severe than the first. The virulence of the or- 
ganism is lessened or the resistance of the pa- 
tient is increased. Some of these secondary 
infeetions may simply form chronic encapsulated 
abscesses in the bone. In rare instances a single 
chronic abscess may result from infection of the 
medullary cavity by an organism of low viru- 
lence. Such abscesses of bone heal readily if 
drained unless the cavity left is so large as to 
delay cicatrization. 


Infantile scurvy is becoming less common as 
the fruit juices are included in diet. But the 
epiphyseal and periosteal lesions are among the 
most characteristic symptoms of this disease. 
Hemorrhage under the gums is simply a visible 
subperiosteal hemorrhage. Before the hemor- 
rhages are extensive the X-rays may reveal a 
shadow more dense than normal just at the end 
of the shaft due to increased vascularity and the 
stimulation of new bone formation. It is called 
the pencilled outline. Later on severe subperi- 
osteal hemorrhages may so distend the perios- 
teal sheath as to leave the shaft of the bone 
afloat in blood. The epiphyses remain attached 
to the periosteum. Such instances are extreme. 
The swelling, tenderness and pain are dreadful. 
There may be considerable fever, and perhaps 
a leucocytosis. The condition may simulate an 
acute infectious process. In some instances the 


blood clot may break down and become a true 
abscess 


In seeking for signs of congenital syphilis the 
pathologist examines the epiphyseal. lines. A 
yellowish color, increased breadth and slight ir- 
regularity are the appearances to be expected. 
Occasionally and even without other obvious 
indications of syphilis the changes in the epi- 
physeal line may be sufficient to give rise to 
clinical symptoms. Tenderness, swelling and 
unwillingness to use the limb may be present. 
The symptoms suggest scurvy but are less severe. 
¢f the syphilitic process is active the chances are 
that other signs will soon develop. 


Rickets notoriously causes marked changes at 
the epiphyseal lines but unless the degree of 


rickets is extreme or complicated by scurvy or 
an infectious process there is little if any risk 
of confusion in diagnosis. : 

Tuberculous infection in bone is apt to in- 
volve the epiphysis rather than the end of the 
shaft. The process is usually insidious in onset 
and slow in progress, associated with consider- 
able destruction and comparatively little prolif- 
eration of bone. 

In the interpretation of X-ray plates of bone 
the time has come to give up the attempt to as- 
sert that such appearances indicate tuberculosis 
and other appearances indicate pyogenic infec- 


tion and still other appearances indicate some- 


thing else. 

They should be interpreted in terms of -reac- 
tion to certain stimuli, mechanical, bacterial, 
chemical or nutritional. In interpreting these 
reactions many factors must be considered. 
Among them the severity of the stimulus, its 
duration and the power of resistance of the indi- 
vidual. In other words X-ray plates can be in- 
terpreted properly only in the light of a faithful 
history and accurate clinical findings. In this 
respect they belong with all the other laboratory 
findings as a very valuable aid to the clinician. 

Other things being equal the reaction as indi- 
cated by new bone formation is much less in 
tuberculosis than in pyogenic processes. The 
same is true in the soft parts. But an acute 
tuberculosis may cause more proliferation of 
bone than a mild pyogenic infection. It is not 
safe for the clinician to depend solely upon the 
interpretation of the plate by the Roentgenolo- 
gist nor should the latter be willing to give his 
interpretation without knowledge of the clinical 
findings. 

Most important of all is the fact that the 
X-ray does not show a pyogenic infection of 
bone until marked destruction has occurred or 
until sufficient time has elapsed for new perios- 
teal bone to be formed. In babies the amount 
of epiphyseal cartilage present adds to the diffi- 
culties of interpreting X-ray plates. We cannot 
wait in these severe infections. 

In the proper recognition and treatment of 
lesions of bone and joint in children we can nev- 
er neglect the clinical history and the careful 
physical examination. Fortunately for the in- . 
terest of medicine the time can never come, no 
matter how great the improvements made in 
laboratory aids, when diagnosis must not depend 
primarily on careful and complete clinical his- 
tory, on accurate and painstaking physical ex- 
amination, and on clear and logical thinking. 
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SOME UNUSUAL CASES OF LUETIC MENINGITIS* 


BY HENRY D. 


A. VIDAL (DE Cassis), 71 years ago, reported 
and discussed a case of syphilitic meningitis 
which recovered. From that time on cases were 
reported by different observers, and in 1903 
Ravaut?, in a careful study of 83 cases, found 
the spinal fluids definitely pathological in 65% 
of the series. Tobler* studied normal children 
to obtain normal criteria for his subsequent 
study of 14 syphilitic children of whom 12 pos- 
sessed abnormal spinal fluids. The year 1906 
saw Ravaut and Ponselle* demonstrate the pres- 
ence of the treponema pallida in the brain. 


Bonnet and Goujat®, basing their conclusions 
on a series of 20 collected cases, state : 


CLINICAL CHART 


LLOYD, M.D. 


Kemp and Chesney'® have reported cases of 
syphilitic meningitis. 

Case I. Male. Age 4 months. White. 

F. H.—Father and mother under treatment. Was- 
sermann -+-+-++--+ in both parents. 

P. H.—Full term baby, apparently normal at birth. 
Bottle fed. 

P. I.—Brought to Out-Patjent Department at age 
of 2 months (June 23, 1923) with history of bleeding 
from gums one month before entrance and a rash 
which appeared two weeks later. This rash was diag- 
nosed as syphilis in the Out-Patient Department and 
Hydrarg. cum creta gr. 1% t.i.d. was prescribed. Case 
did not return until September 1, 1923, when infant 
was admitted to the Ward. At this time the mother 
stated that the pills caused rash to disappear and 


she stopped giving them. Ten days before entrance 
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a. Syphilitic meningitis is less rare than is 
supposed. 

b. It oceurs early in the disease, often exist- 
ing side by side with active skin or mucous le- 
sions. 

ce. The earliest symptoms are headache, in- 
somnia, discomfort. 

d. Fever is absent. 

e. The prognosis in syphilitic mening is 
unfavorable. 


The primary stage of syphilis even may not be 
free from meningitis, as Bonnet’ shows. The 
case he describes recovered under intravenous 
injections of arsphenamine and intramuscular 
injections of mercury plus lumbar puncture to 
relieve the excess pressure. 

According to the study of Hutinel® syphilitic 
meningitis should be classified in four groups: 
a, latent; b, ‘‘formes frustes’’; c, acute; d, those 
in which acute meningitis due to causes other 
than syphilis is complicated by syphilis. 

A clear differentiation between the latent type 
and the acute Ani of syphilitic meningitis is 
also made by Seza 

Recently Bly®, Snow", Leitch!? and 


*From the South Medical Department of Massachusetts Gen- 


eral Hospital, Boston. 


abscess began to form on right buttock and baby be- 
came fretful and began to lose weight. Abscess rup- 
ture on day of entrance. 

P. E.—Weight 6% pounds, pale, emaciated. Bilat- 
eral congenital cataract. Pupils equal, do not react 
to light. K J not recorded. Mucous membranes nor- 
mal. General adenopathy present. Characteristic 
fading maculo-papular rash on both legs. Liver pal- 
pable 2 fingers’ breadths below costal margin. Spleen 
not felt. Right buttock shows a small red tumor size 
of a walnut with excoriated center. Nose: No snufiles. 
No other positive findings. Urine normal. 


Treatment—Child given suitable modified milk mix- 
ture and Hydrarg. cum creta gr} t.i.d. 

The prognosis of this case was reasonably satisfac- 
tory until September 18 when child became drowsy. 
As the baby was losing ground he was seen in con- 
sultation by a member of the Children’s Medical De- 
partment, who suggested possibility of meningitis. 
A lumbar puncture was performed and the globulin 
and albumin found increased, the cell count (lympho- 
cytes) was 232 and the Wassermann +++-+. Sep- 
tember 20 another puncture was done and the cell 
count was 927. Two days later child died. No 
autopsy. 


CasE II. Male. Age 33. White. 

F. H.—Father and mother both dead. 

P. H.—Not important. 

P. I—Primary chancre appeared March, 1918. Came 
to Out-Patient Department May 8, 1918, and received 
7 intravenous injections of diarsenol, 0.3 grm, at 
weekly intervals. In June, 1918, again indulged in 
intercourse and two weeks later head and back of 
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neck began to pain him. Admitted to Ward August | 
24, 1918. 

P. E—Pupils equal and react. K J and A J active. 
No Romberg, Kernig or Babinski. Tongue protrudes 
in midline without tremor. Chest: Expansion un- 
equal, limitation of expansion at right apex in front; 
duiness at right apex in front; flatness left apex be- 
hind; no rales. 

Coach 


CLINICAL CHART 
Date 


TEMPER ATURE. 


Spinal fluid: Pressure increased, globulin and albu- 
min above normal, cell count 397, Wassermann 
strongly positive. 

Treatment—Inunction for 1 week, then 7 doses 
diarsenol 0.4 grm at weekly intervals, then 4 doses 
neo-diarsenol 0.9 grm. Patient then began to show 
signs of active tuberculous process in right lung and 
was sent to a sanatorium for the treatment of that 
condition. Outcome of case unknown. 


Case III. Male. Age 47. White. 

F. H.—Not recorded. 

P. H.—Infected with syphilis over 16 years ago 
while in Italian army. Treated with intramuscular 
injections of corrosive sublimate over a period of 4 


| 
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Last lumbar puncture done 6 months ago showed 
a cell count of 11; albumin and globulin increased; 
Wassermann ++-+-+; gold sol 5555551100. 


CasE IV. Male. Age 33. White. 

F. H.—Not important. 

P. H.—Not important. 

- Habits — Considerable ingestion of alcohol. 
Christian Scientist. 

P. I.—Entered Massachusetts General Hospital 
March 3, 1922, referred by local physician, who stated 
that patient contracted lues 5 months previous. Was. 
given inunction for 6 weeks, then 7 intravenous in- 
jections of neoarsphenamine and then protoiodide 
by mouth, dosage unknown. Three weeks ago, in- 
fluenza. Headache most prominent symptom. Be- 
came deranged and unmanageable one week ago.. 
Since then has been in bed and has received no anti- 
luetic treatment during this week. 

P. E.—Only partially rational. Pupils equal, react. 
to light; tongue protruded in midline; K J ++; 
there is a suggestion of Kernig’s sign; Romberg and. 
Babinski absent. The day after entrance patient be- 
came comatose and neck was stiff. Kernig’s was: 
marked. 


Is - 


Treatment—March 5, 1922, diarsenol 0.3 grm; 10° 
cc diarsenolized serum lumbar route. 

March 7, 1922, diarsenol 0.25 grm. 

March 11, 1922, diarsenol 0.25 grm. 

March 17, 1922, diarsenol 0.3 grm. 

Patient spent 15 days in hospital and was dis- 
charged to own physician at patient’s request. 

Further history unknown. 


P. I.—Patient infected about November 21, 1921. 


| Came to Out-Patient Department December 22, 1921, 


showing a penile primary lesion and a characteristic 
secondary rash. Was admitted to Ward and given 
two intravenous injections of diarsenol. Primary 
healed and patient was discharged to Out-Patient De- 
partment, where five more intravenous injections 


years. Came to Out-Patient Department, Massachu- | were given, and one intramuscular injection of gray 
setts General Hospital, February 3, 1919, because of | oil gr 1. Following the injection of gray oil patient. 
SPINAL FLUID 
Initial Cell asser- Gold 
Date ressure count alcohol N HwSO mann sol 
3/3/22 300+ ++ + ++++ Not noted 
3/5/22 Normal 1330 Not noted Not noted Not noted Not noted 
3/11/22Normal 643 ++ ++ - +++4 Not noted 


a late serpiginous lesion on nose. In the three years 
1919, 1920, 1921 several courses of diarsenol and gray 
oil were given, a total of 30 injections of diarsenol 
0.4 grm each, and 75 injections of gray oil, gr 1 each. 

P. I—Came to the Emergency Ward, Massachusetts 
General Hospital, January 1, 1922, saying that for 
past 4 nights he had been unable to sleep because 
of severe frontal headache and “sore neck.” No 
nausea or vomiting. 

P. E.—Unhappy expression. Diplopia of objects 30° 
or more to left of midline. Slight left internal stra- 
bismus. Pupils equal and react to light and distance. 
Shortly after entrance consulting oculist stated: 
“Paralysis left external rectus and left elevator pal- 
pebrarum. Fundi normal. Pupiis normal.” Ears, 
mouth and chest normal. Neck shows slight rigidity. 
Liver enlarged and palpable. Urine normal. 

Because of headache and persistently positive Was- 
sermann reaction a lumbar puncture was performed. 
The cell count, 2060 lymphocytes. Another lumbar 
puncture yielded a cell count of 1650 lymphocytes. 
No fever at any time. 

Treatment—Patient was given a total of 20 intra- 
venous injections of diarsenol and 14 intraspinous 
injections of Swift-Ellis serum; lately 9 injections 
tryparsamid, 3 grm-each. 


developed headache and malaise and was readmitted‘ 
to Ward. 


CasE V. Male. Age 27. White. 
F. H.—Not important. 


CLINICAL CHART 
(1 Dete 
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P. H.—Not important. 
P. E.—Facies drawn, patient restless. Pupils equal,- 
react to light; stiff neck not noted; Romberg, Bab- 
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inski, Kernig all absent. Urine normal. 

Lumbar puncture performed April 4, 1922. Cell 
count 802; alcohol ++; NH,SO, +; Wassermann 
++++. 

The temperature at no time reached a higher point 
than 99°. 

Treatment — One intraspinous injection of 10 cc 
diarsenolized serum given April 4, 1922. A severe 
reaction followed and patient, following discharge. 
has disappeared. 


Case VI. Male. Age 30. White. 

F. H.—Not important. 

P. H.—Not important. 

P. I—Came to Out-Patient Department March 17, 
1922, showing early secondary lesions (maculo-papu- 
lar rash) and was given a course of 6 intravenous 
injections diarsenol, 0.35 grm each, and 5 intramus- 
cular injections gray oil, gr. 1 each. 


On July 11, 15 ce Swift-Ellis serum given. 
Subsequent course of case unknown. 


Case VII. Female. Age 32. White. 

F. H.—Not important. 

P. H.—Exposure 6 months ago; 4 months ago dif- 
fuse rash over trunk, neck and arms. Received at 
another hospital 10 intravenous and 6 intramuscular 
injections. Three months ago became jaundiced and 
stopped treatment. Wassermann at this time nega- 
tive. Then went to own physician and received 
7 intravenous and 1 intramuscular injection from 
him. Wassermann taken by own physician reported 
++++. Last intravenous treatment 1 month be- 
fore entrance to Massachusetts General Hospital, last 
intramuscular treatment 3 weeks before entrance to 
Massachusetts General Hospital. 


P. I1—At this time (3 weeks ago) dull headache 
began. This has been growing worse and pains have 


SPINAL FLUID 
Cell 

Date count Alcohol  N HySOuw G Wassermann 
6/23/22 583 + + | ot noted 
7/6/22 81 + + 5555555540 
7/11/22 50 + + Anticomplimentary 
7/19/22 41 0 0 5555421000 Weakly + 

9 9 + ) Moderately + 

Patient was admitted to Ward June 23, 1922, with| become sharp. Last 4 days patient has been vomit- 


a severe occipital headache of 2 weeks’ duration. 
Neck has been stiff for 2 days. Other symptoms com- 
plained of are pain in ears, nocturia, insomnia for 
2 weeks. 


GHART 


Disgnodis 

ease 
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E.—Patient in pain, well developed and poorly 
nourished. Few remains of secondary rash. Pupils 
equal, react to light and distance; tongue protrudes 
in midline without tremor; neck stiff; K J absent; 
A J present, normal; Kernig’s present; Babinski pres- 
ent: no clonus. 

Trcatment—Patient remained in hospital 30 days 
and received 6 injections diarsenol and 17 intramus- 
cular injeetions oxycyanate of mercury, 5 m each. 


ing. Pain in head involves ears and neck. Diplopia 
appeared day patient entered hospital. No constipa- 
tion, no dribbling or retention. Patient at entrance 
slightly irrational. 

P. E.—Pupils equal but do not react to light and 
only slightly to accommodation. Facial paralysis on 
right. Neck stiff; painful on motion. K J not in- 
creased. Tinnitus and hyperacuity of hearing pres- 


ent. Fundi show marked optic neuritis. Urine nor- 
mal. 
Treatment—March 10, 1923, 20 ce serum 
18 0 cc 
22 21 cc 
27 17 ce x 
31 25 ec 
April 4 18 ce 
q 15 ce 


This patient at no time suffered from more than 
0.4° of fever. She was discharged April 8, 1923, and 
treated in the Out-Patient Department of the Neuro- 
logical Department. The lumbar puncture of Au- 
gust 12, 1924, is quoted from the records of this 
department. The patient’s last visit to the Massa- 
chusetts General Hospital was on this date. 

CASE VIII. Male. Age 20. White. 

F. H.—Not important. 

P. H.—Came to Out-Patient Department, Massa- 
chusetts General Hospital, December 12, 1923, with 


SPINAL FLUID 
Total Wasser Gold Initial 
D Color Cells alcohol wi SO, Protein sol ressure 
23 Clear 270 250 000000 5 
3/10/23 A culture of spinal fuid reported negative 700 
3/13/23 Clear 230 235 ++++ £negative 430 
3/16/23 Clear 750 +44 : 174 ++++ 0112100000 220 
_ 3/18/23. Clear 174 +++ a+ 182 ++++ 0112100000 280 

Cistern puncture 
3/22/23... Clear... 40 + + 93 ++++ 0011000000 300 
Cistern puncture 

Clear 40 + + 48 ++++ 0011000000 200 
Cistern puncture 
_ 3/31/23 Clear _35 + + 57 ++++ 0012210000 180 
Cistern puncture. 
4/4/23 Clear 15 + + 44 ++++ negative 180 
uncture 
4/7/23 . Clear 14 + + 40 ++++ 0011000000 170 
8/12/24 Clear 40 not noted 50 ++++ negative not noted 
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primary syphilis and was admitted to Ward. He 
received 8 intravenous injections of neo-arsphenamine 
0.45 grm and 12 intramuscular injections of gray oil 
gr 1. Treatment continuous up to present illness. 

P. 1.—Three weeks ago severe headache began, not 
localized but severe and constant. Vomited once two 
weeks ago. Chills and fever off and on for past 3 
weeks. Vision sometimes blurred. Ears show no 
symptoms. Has staggered somewhat but no vertigo 
or fainting. 

P. E—Pupils dilated, equal, react normally. Ears 
show exudate on each drum. No other positive signs 
on general physical examination. 


muthate of quinine 0.2 grm each. Following this 
course patient disappeared and could not be found. 


CasE IX. Male. Age 23. White. 
F. H.—Not important. 
P. H.—Not important. 


P. I—Single penile lesion 8 months ago followed 
by general rash. Six intravenous treatments given 
by local physician, the last one received 1 month 
before entrance; no intramuscular injections given. 
Three weeks ago dull headache began in forehead 
and back of head. During last 2 weeks patient has 
lost much sleep from pain. Taken to another hospital 


SPINAL FLU 
Initial p co- 4 “Wasser- Total 
Dat pressure Cells Gold sol hol so mann rotein 
4718/24 + 1 554 +4 ++ 
. Cistern puncture 300 290 5555321000 +5 + +444 
4/22/24 
4/25/24 180 116 


Treatment—April 22, 1924, patient was given 12 cc 
Swift-Ellis serum; on April 25 was given 15 cc Swift- 
Ellis serum. 

Symptoms relieved and patient discharged April 26, 
to Out-Patient Department, where 2 intraspinous 
injections of diarsenolized serum and 6 intravenous 
injections were given at suitable intervals. On the 
day following last intravenous injection patient felt 
slightly nauseated; 36 hours later vomiting and con- 
vulsions began and patient was brought to hospital 


in coma. The next day spinal fluid still showed an 
CLINICAL CHART Corr 
Date 
Diagnosis 
« ate a eke 
107" 
106° 
bi 
103° 
102 
a 
[ied 
= 
= 
excess of cells, globulin positive and Wassermann 


++++. Three days after admission was given an 
intraspinous injection 15 cc diarsenolized serum and 
discharged the next day. Spinal fluid showed 21 cells, 
gold sol 1123210000, and a negative Wassermann. 
Patient was rational and felt well. 
He was then given in the Out-Patient Department 


a course of 12 intramuscular injections of iodo-bis- 


2 weeks ago for unconsciousness following ingestion 
of headache powders. Remained 3 or 4 days and upon 
discharge was told nothing could be done for him. 

Entered Ward March 28, 1924, remaining 36 days. 

P. E.—Pupils slightly irregular, right reacts to 
light and distance, left sluggish; slight photophobia; 
ptosis left upper eyelid; fundi show marked choking 
of both nerve heads; both exterior recti show paraly- 
sis. Neck flexion limited by pain. Rapid tremor of 
fingers. K J barely present. Speech thick. Urine 
normal. 


Treatment—March 30, 1924, 0.45 grm neoarsphena- 
mine intravenously. 

March 31, 1924, 28 ce serum in right lateral ven- 
tricle. 

April 1, 1924, 0.45 grm neoarsphenamine intrave- 
nously. 

April 2, 1924, 0.45 grm neoarsphenamine intrave- 
nously. 

April 3, 1924, 25 cc serum in left lateral ventricle, 

April 4, 1924, 0.45 grm neoarsphenamine intrave- 
nously. 

April 6, 1924, 0.45 grm neoarsphenamine intrave- 
nously. 

April 12, 1924, 25 ce serum right lateral ventricle. 

April 15, 1924, 0.45 grm neoarsphenamine intrave- 
nously. 
April 22, 1924, 0.45 grm neoarsphenamine intrave- 
nously. 

May 16, 1924, 0.45 grm neoarsphenamine intrave- 
nously. 

May 17, 1924, 15 ce serum intraspinously. 

May 23, 1924, 15 cc serum intraspinously. 

June 20, 1924, 15 cc serum intraspinously. 

July 25, 1924, 15 ce serum intraspinously. 

September 30, 1924, 15 cc serum intraspinously. 

Patient was discharged to Out-Patient Department . 


SPI FLUID 
Initial Total sser- Wassermann on 

Date pressure Protein Cells mann cohol NHySOw Gold luic¢ 

9/2 43C 1170 ++ ++ 2223 
3/30/24 270 727 1045 +4+++ 3333333222 
3/31/24 lumbar 857 ++++ 5555555321 

ventric 285 

4/4/24 345 630 ++ ++ 
4/6/24 330 250 
4/9/24 210 685 282 ++++ 5555555543 
4/23/24 240 139 +++4+ + ++ 55565553210 
4/28/24 210 125 80 ++++ + ++ 
5/2/24 200 72 
5/17/24 18 ++++ + + 
5/23/24 10 ++++ + + 
6/20/24 ll ++++ + + 
7/25/24 22 neg 0000000000 
9/30/24 13 _0 0 1111110000 
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May 3, where he received 15 intramuscular injections 
of gray oil, gr 1 each. On December 22, 1925, his 
blood Wassermann was negative; pupils, K J and 
_A J normal. 


Patient remains under our care. 


CLINICAL CHART Coste 
Me. sig Dete 
Diagn 
107" 
106" | | 
HH 
[ar 
i: 4 
| i |] 
s | 29 
bes | 
heed 
COMMENT 


The diagnostic problem in these cases was 
-somewhat simplified by the fact that in all nine 
a diagnosis of syphilis had been made. The fol- 
lowing table shows in a concise form the number 
of times the symptoms listed occurred: 


Headache 
Stiff neck 
‘Vomiting 
Fever (slight in 4) 
Rhomberg 
Babinski 
Kernig 
Diplopia 
Paralysis of some ome Of OCUIAT 
Drowsiness 
Irrationality 
K J normal 
K J dim or absent 
KdJ+ 
A J normal 
Optic neuritis 
Pupillary disturbance 
Facial paralysis 
Coma 


The details of the spinal fluids as given in the 
case reports speak for themselves. Inspection 
of the cases shows that in seven out of the eight 
eases of acquired syphilis meningitis occurred in 


the first year of the disease; in one case sixteen 
— after infection ; one was of the congenital 
ype. 

A disturbing reflection, however, is that only 
Case I and Case III had not been given intensive 
treatment. In fact it is fair to say that with the 
exception of these two cases all were being 
treated intensively. Case IV upon recovery 
gave a history of marked over-indulgence in 
spirituous liquors, but this was the only case of 
this series in which alcohol was a complicating 
factor. 

Case IX was the only patient to whom diar- 
senolized serum was administered by the intra- 
ventricular route. This method was adopted 
because of the marked cerebral symptoms evi- 
denced by the patient. The giving of the serum 
by this route caused him rapidly to become ra- 
tional. He was, we felt, more dangerously ill 
than any other one of the cases of acquired lues. 
The lumbar and cistern route used as noted on 
the other cases proved efficient in those in- 
stances. 

While this series is too small for any dog- 
matic deductions to be made as to the best type 
of treatment to employ, we feel that lumbar 
puncture and the administration of Swift-Ellis 
serum by the lumbar route, or in more severe 
cases either by cistern puncture or intraven- 
tricular puncture, offers the best prognosis. Of 
the nine cases here reported only one died. This 
fact would seem to establish the immediate mor- 
tality in this series as 11%. A normal spinal 
fluid should obviously be our goal, but the well- 
being of the patient also must be considered, and 
the attack on the treponema must not be so 
severe as to damage the patient. 
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THE DISPENSABILITY OF THE 


SYMPATHETIC DIVISION OF 


THE AUTONOMIC NERVOUS SYSTEM* 


- BY W. B. CANNON, M.D., J. T. LEWIS, M.D., AND S. W. BRITTON, M.D. 


In the course of a search for a disturbing 
factor after all the known nervous and humoral 
agencies affecting the heart rate had been re- 
moved, we’ removed almost all of the sympath- 
etic division of the autonomic system. The ap- 
parent innocuousness of the procedure (in cats) 
led us to attempt the complete removal of the 
“‘sympathetic,’’ from the superior cervical 


*From the Laboratories of Physiology, Harvard Medical 
School. 


‘ganglion to the united ganglia of the two lateral 
chains just below the rim of the pelvis. Usual- 
ly the cervical sympathetic strands with their 
ganglia were first removed; then the abdominal 
strands from the diaphragm to the pelvis, to- 
gether with the splanchnic fibers on one side; 
third, the thoracic sympathetic strand on each 
side from the stellate to a point a short distance 
above the diaphragm; and finally the remaining 


splanchnic fibers, which were traced into the 
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thorax, and also the semilunar ganglia (or solar 
ganglion). 


Animals thus operated upon have lived in the 
quiet conditions of the laboratory for more than 
a vear. They are apparently in perfect health, 
they eat well, and either maintain their weight 
or grow fat. When excited their hairs do not 
rise. They lack such control of their surface 
blood vessels as would permit regulation of heat 
conservation and heat loss by shifting the cir- 
culating blood; in cold weather they seek a 
warm place more than do normal animals. The 
rate of their metabolism is not changed to a 
noteworthy degree, except, temporarily, after 
removal of the cervical sympathetic strands. 
The blood sugar does not rise in consequence of 
excitement as it does ordinarily. One of the 
animals has given birth to two kittens which she 


nursed naturally; one of the kittens was unfor- 
tunately injured and had to be killed; the other 
has developed until independent. 

It is noteworthy that these animals, deprived 
of that part of the nervous system which is char- 
acteristically aroused in great emotional excite- 
ment, and also lacking any control over secre- 
tion of adrenin, exhibit all the typical signs of 
aggressive feeling (except erection of hairs), 
when approached by a barking dog. 

Details of operative technique and of the ob- 
servations on the abilities and deficiencies of 
these sympathectomized animals will be pub- 
repay in ‘‘The American Journal of Physio- 
ogy. 
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INTERESTING COMPARISONS IN FEEDING SCHEDULES FOR 
FULL TERM NEW-BORN INFANTS 


As Obtained From a Series of 651 Cases at the Wesson Maternity Hospital, 
Springfield, Mass. 


BY EDNA M. HAYWARD, R.N., 


In the short period of time elapsed since the 
establishment of a four-hour schedule for breast 
feeding for new-born infants instead of the time 
honored three-hour schedule previously in use 
in this institution, such excellent results have 
been obtained and it has proven of such distinct 
advantage that we wish to present the resultant 
findings in explanation. Under the three-hour 
schedule of breast feeding, the babies were sent 
to breast at three-hour intervals, nursing one 
breast only for twenty minutes at a feeding. Af- 
ter each nursing the baby was returned to the 
Nursery, where, for the first seven days follow- 
ing delivery, he routinely received a supplement- 
ary feeding of whey, provided no other p. ¢. 
formula was ordered by the doctor. Between 
feedings the usual sterile water was given. 

Two facts were outstanding: 

A large percentage of the babies in the 
Nursery were being wholly or partly formula 
fed. (By formula other than whey.) 

Too large a percentage of breast fed babies 
were being discharged never having regained 
their birth weight. 

Furthermore, the greater number of feedings 
caused frequent handling and transferring of 
the babies to and from the Nursery. This left 
only extremely short intervals when they were 
undisturbed and also interfered with the routine 
are and treatment of the mothers. 


AND LOUISE MOWBRAY, R.N. 


On August 1, 1926, a routine four-hour sched- 
ule of infant feeding went into effect. Under 
this schedule the baby goes to breast every four- 
hours. For convenience’ sake the hours of ten, 
two, and six were selected as least likely to in- 
terfere with the routine care and treatment of 
the mothers. At each feeding the baby nurses 
each breast ten minutes, a twenty minute nurs- 
ing period as formerly. During the first three 
days following delivery, 5% lactose solution is 
given alternately every four hours with the 
regular breast feeding. The longer intervals 
between feedings gives the babies longer con- 
secutive periods of rest and they are handled 
much less. As the baby nurses both breasts at 
every feeding, at no time between feedings is 
either breast excessively full and the mother is 
able to enjoy greater comfort. Due to increased 
stimulation more mothers are now able to breast 
feed their infants and an exceedingly small per- 
centage of breast fed babies is discharged under 
birth weight. The number of p. c. formulas has 
been greatly diminished. 

On next page are the statistics taken from the 
charts of 371 breast fed infants during the first 
four months afier the four-hour schedule was es- 
tablished and ai equal number of breast-fed ba- 
bies during four months under the three-hour 
schedule. These are not selected cases, but were 
taken in the order in which they entered the 
hospital. 
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4 Hour Schedule, 


3 Hour Schedule 


9, 10 &11 day Discharges, Total-90 

Supplementary Formulas - 8 
Birth Weight 12 
Avove Birth Weight (1-3 oz.) ---- 20 
Above Birth Weight (1-3+0z.) ---- 20 
Under Birth Weight (1-3 oz.) ---- 23 
Under Birth Weight (l-3toz.) ---- 15 

Birth Weight 12 

Above Birth Weight ------ 40 

Under Birth Weight ------ 38 


9, 10 &11 day Discharges, Total-90 
Supplementary Formulas - 42 


Birth Woi ght 11 
Above Birth Weight (1-3 0z.) ---- 9 
Above Birth Weight (1-3+40z.) ---- 6 
Under Birth Weight (1-3 oz.) ---- 17 
Under Birth Weight (1-3+40z.) ---- 47 
Birth Weight 11 
Above Birth Weight ------ 15 
Under Birth Weight ------ 64 


12 & 13 day Discharges, Total-205 
Supplementary Formulas - 13 


12 &13 day Discharges, Total-205 
Supplementary Formulas - 103 


Birth Weight Sl | Birth Weight 17 
Above Birth Weight (1-3 oz.) ---- 30 | Above Birth Weight (1-3 oz.) ----- 25 
Above Birth Weight (1-3e0z.) ---- 69 | Above Birth Weight (l-3¢0z.) ----- 36 
Under Birth Weight (1-3 94 ---- 32 | Under Birth Weight (1-3 oz.) ----- 23 
Under Birth Weight (1-3¢0z.) ---- 43 | Under Birth Weight (1-3+0z.) ----- 104 
Birth Weight 21 Birth Weight ‘ 17 
Above Birth Weight ------ 99 Above Birth Weight ------ - 61 ‘ 
Under Birth Weight ------ 75 Under Birth Weight -------127 i 
14 &15 day Discharges, Total - 76 14 & 15 day Discharges, Total - 76 
Supplementary Formas - & Supplementary Formulas - 28 
Birth Weight 12 | Birth Weight 4 
Above Birth Weight (1-3 oz.) ---- 19 | Above Birth Weight (1-3 oz.) ---- 9 
Above Birth Weight (1-3t0z.) ---- 24 | Above Birth Weight (1-3¢0z.) ---- 19 
Under Birth Weight (1-2 =i ---- 8 | Under Birth Weight (1-3 i e--- ll 
Under Birth Weight (l1-3toz.) ---- 13 | Under Birth Weight (1-3+0z.) ---- 33 
Birth Weight - 12 Birth Weight --=- 4 
Above Birth Weight ------ 43 Above Birth Weight ------ 28 
Under Birth Weight ------ 21 Under Birth Weight ------ 44 


MEDICAL PROGRESS 


PROGRESS IN TUBERCULOSIS 


BY JOHN B. HAWES, 2ND, M. D., AND MOSES J. STONE, M.D. 


No striking advances have been made in tu- 
berculosis work during the past year; progress 
along old lines has been made, however. Pneu- 
mothorax and other operative procedures are 
being more and more regarded as essentials to 
treatment; heliotherapy, too enthusiastically ac- 
cepted at first, has now its proper place. Occu- 


pational therapy has still a long way to go be- 
fore it attains the position in treatment that 
it should occupy. No specific has as yet arisen 
although many have been acclaimed as such. 
More and saner work has been done in the realm 
of juvenile and hilum tuberculosis while in 
diagnosis the roentgenologists have apparently 
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assumed a more conservative and hence a safer 
position. 
DIAGNOSIS 


Halliston, G. C. (Am. Journal Med. Sc., August, 
1926) found an error in diagnosis in 12% of cases 
admitted to tuberculosis wards. The diseases for 


which tuberculosis was mistaken were chronic bron- 


chitis, lung abscess, broncho-pneumonia, bronchiec- 
tasis, aneurysm of the thoracic aorta, syphilis of the 
larynx and pharynx, malignant tumor, bronchial 
asthma, endocarditis, hepatic abscess with rupture 
into pleura and bronchus, typhoid fever, traumatic 
pneumothorax, lobar pneumonia, and myocardial in- 
sufficiency. He feels that the diagnosis of advanced 
pulmonary tuberculosis presents difficulties which 
are often greater than those presented by incipient 
diseases and demands as complete and painstaking 
an effort on the part of the clinician as any problem 
in internal medicine, if serious mistakes are to he 
avoided. 

Harrington, J. E. and Myers, J. A. (Am. Rev. of 
Tuberculosis, Oct., 1926) after an exhaustive study 
feel that tuberculous infections die out, hence the 
impropriety of believing that all persons reacting 
negatively to tuberculin have never been infected. 


This is in accord with the increasing feeling 
that negative tests of all kinds are not of great 
value. 


Beilin, P. S. (Am. Journal Roentg. and Radium 
Ther.. Oct., 1926) enumerates some of the other 
causes of hemoptysis besides pulmonary tuberculosis 
and mitral stenosis. Among the uncommon causes 
of this symptom he mentions lung abscess, neoplasm, 
bronchiectasis, foreign bodies, chronic bronchitis with 
asthma, pneumokoniosis, chronic infections due to 
actinomycosis, blastomycosis, streptotricosis, pneu- 
monia, syphilis and acute lymphatic leukemia. 


This is a welcome article. The fact remains, 
however, that a hemorrhage of a teaspoon or 
more of clear blood generally means tuberculo- 
sis. 


Singer, J. J. (Ann. Clin. Med., May, 1926) suggests 
the use of diagnostic pneumothorax for mapping out 
obscure chest conditions. 

Forestier, J. (Ann. Clin. Med., May, 1926) discuss- 
ing the subject of lipiodol in the x-ray examination 
of respiratory cavities comes to the conclusion that 
lipiodol is non-caustic, innocuous and quite opaque 
to the x-ray. He suggests its use in every case in 
which a cavity is suspected as communicating with 
the bronchial tree, but escapes detection by other 
methods; in bronchiectasis, to control the collapse 
of lung cavities after thorocoplasty and therapeutic 
pneumothorax. 


The use of lipiodol is distinetly a hospital pro- 
cedure and should be used only in a few eare- 
Tully seleeted cases. 


Murray, R. S. E. (Am. Rev. of Tub., April, 1927) 
finds that 80% of annular shadows are definitely duc 
to cavitation. He also observes that those presenting 
annular shadow cavities with very thin walls are 
more liable to repeated hemorrhage than those with 
thick fibrous walled cavities. 

Bruns, E. H. and Barnell, J. DuB. (Am. Rev. of 
Tub., July, 1926) come to the conclusion that annular 
Shadows visible in the x-ray chest plate of phthisical 
patients are due to cavities in the vast majority of 
cases; they also say that cavities may heal with 
astonishing rapidity at times. 

Vernas, Arthur (Am. Rev. of Tub., April, 1927) 


describes a precipitation reaction which is obtained by 
adding under certain conditions resorcine to human 
blood. He found that normal serum will give no pre- 
cipitate. The quantity of the precipitate is measured 
by means of a photometre. He is thus able to dis- 
cover latent forms of tuberculosis and evaluate any 
on gag or signs pointing to a diagnosis of tuber- 
culosis. 


This test needs much confirmation before it 
ean be accepted as of any value. 


Peters, E. (Beitr. z. Klin. d. Tuberk.) feels that 
the value of x-ray examination is frequently exagger- 
ated and that a negative x-ray finding does not ex- 
clude the possibility of clinical tuberculosis. 


On the other hand repeated negative x-rays 
interpreted by the clinician as such along with 
the roentgenologist furnish as good evidence as 
there is as to the absence of a tuberculous proc- 
ess in the parenchyma of the lungs. 


JUVENILE TUBERCULOSIS 


In diagnosing this condition we hear less and 
less of the importance of physical diagnosis. 
Interscapular and parasternal dullness, Eustace- 
Smith and d’Espine’s sign, muscular rigidity 
and others are now generally accepted as of 
little or no importance. 


Hawes, J. B. 2nd (Boston Med. and Surg. J., Jan. 
21, 1926) discussing the subject of hilum tuberculosis 
finds the following requisites for a positive diagnosis: 
(1) exposure, (2) real malnutrition anc underweight, 
(3) ease of tire or constant tiredness, (4) tempera- 
mental changes. The following he finds important 
but not essential: (1) a positive cutaneous tuber- 
culin test, (2) x-ray evidence of marked hilum 
changes. On the other hand the presence of bad 
tonsils and adenoids, apparent but not real under- 
weight, repeated negative cutaneous tuberculin tests, 
absence of ease of tire and negative x-ray evidence 
speak against clinical hilum tuberculosis. 

Zacks, D. (Journ. Am. Med. Ass'n, Feb. 27, 1926) 
finds that underweight is the most important symp- 
tom in hilum tuberculosis, among the other impor- 
tant symptoms besides tendency to tire easily, nerv- 
ous irritability, frequent colds, sweating, night ter- 
rors, cough and hoarseness, the chief physical sign 
he describes as interscapular dullness which he 
ascribes to be partly due to reflex muscle spasm. Of 
10,648 children examined he diagnosed hilum tuber- 
culosis in 5%. 

Chadwick, Henry D. (Am. Rev. of Tub., May, 1927) 
finds that one cannot depend very much on the usual 
examination of the chest in children as the physical 
signs in hilum tuberculosis are slight and inconclu- 
sive and often absent. He recommends the intracu- 
taneous tuberculin test first and then x-ray examina- 
tion of all the reactors. By so doing the iatent as 
well as the active cases will be brought to light. 

Gibson, C. B. and Carroll, W. EB. (Am. Rev. of Tub., 
June, 1927) in a study of 855 children under 15 ad- 
mitted to Undercliff Sanatorium slightly over 10% 
showed definite tuberculous disease of the paren- 
chymal lung tissue. They found more than twice 
as many girls as boys to be affected. They recom- 
mend that such children must be placed under most 
rigid routine regardless of apparent lack of signs 
of toxicity. Principally they are prone to have fewer 
symptoms and complications than adults, but the 
death rate in children is higher. They also find that 
the presence of tubercle bacilli in the sputum of chil- 
dren almost always renders the chance for recovery 
hopeless. 

Myers, J. A. (Am. Rev. of Tub., Oct., 1926) suggests 
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that if x-ray examinations of chests were made in the 
obscure low grade ailments of childhood that many 
cases would show pulmonary lesions and that many 
of these children could be greatly benefited by proper 
care guarding them against breakdown in later years 
when they meet the greater strain of life. 

Atkinson, D. W. (Am. J. Med. Sc., Nov., 1926) finds 
that among children pulmonary fibrosis usually be- 
gins during the first five years and the majority of 
cases follow whooping cough and pneumonia. In 
adults pneumonia and influenza are the commonest 
causes. The outstanding features are the recurrent 
cough always worse in winter, a repeatedly negative 
sputum, and history of respiratory infection, rela- 
tively mild symptoms and lack of disability in pro- 
portion to the physical signs, and is usually basal 
in location. 

TREATMENT 


Pottenger, F. M. (Am. Rev. of Tub., Nov., 1926) 
advocates indirect sunlight for cases who are not 
suited to treatment by direct solar radiation. 

Pollock, W. C. (Am. Rev. of Tub., Nov., 1926) finds 
that heliotherapy is of the greatest value in the 
treatment of pulmonary tuberculosis during the con- 
valescent stage, but that in the more active cases 
exposure must be regulated to the individual’s re- 
quirements. He finds that cavities with perifocal 
reaction are enlarged by exposure to sun rays and 
that toxemia resulting from pulmonary activity pre- 
cludes the use of the sun bath, but not air bath. 

Hawes, J. B. 2nd (Boston Med. and Surg. J., Feb. 
18, 1926) suggests that sunlight therapy can be car- 
ried out at home as well as in a hospital or a sana- 
torium, but that it must always be under the physi- 
cian’s supervision. He feels that artificial light 
should only serve as an adjunct to exposure to actual 
sunlight. 

Rollier, A. (Am. Rev. of Tub., May, 1927) empha- 
sizes the social importance of heliotherapy. He feels 
that it not only enables society to recover that human 
capital of which tuberculosis had deprived it but that 
it prevents the onset of the disease in the young, 
thus contributing to the formation of new genera- 
tions healthier and more resistant both morally and 
physically. 

The general practitioner might well leave 
heliotherapy alone as far as pulmonary tuber- 
culosis is concerned; it is far more likely to do 
harm than good. He might also have a sane skep- 
ticism in regard to the various lamps and ultra- 
violet rays as produced by them; they are pat- 
ent agents for harm as well as for good. 


Moore, C. (Tubercle, Sept., 1926) urges occupational 
therapy that will interest the patient rather than 
insist on mass production. He feels that handicrafts 
promote manual and mental dexterity which may give 
the patient the advantage when he leaves the sana- 
torium. 

Walker, J. (Tubercle, March, 1926) feels that occu- 
pational therapy is an expensive side of sanatorium 
work but no institution can afford to neglect it. 

And yet the great majority of institutions and 
resorts for consumptives do neglect this most 


important factor. 


Poindecker, H. (Wien. Klin. Wehnschr., May 1, 
1924) calls attention to the overfeeding regime that 
has been so common in sanatoria for the treatment 
of tuberculosis. A patient at rest but on the same 
diet which he had while doing physical work is being 
somewhat overfed. 


Overfeeding is still far too prevalent an evil. 
Matson, R. C., Matson, R. W., and Bisaillon, M. 


(Tubercle, Am. Sec., Oct., 1925) claim that one may 
conservatively estimate that artificial pneumothorax. 
will restore to health 40 or 50% of cases of whom 
without it not over 7% would recover. Its efficacy 
they claim is principally dependent upon obtaining 
a complete collapse. 

Rist, Edouard (Rev. of Tub., March, 1927) writing 
on recent advances in treatment of tuberculosis de- 
clares that a new era began with artificial pneumo- 
thorax. After citing numerous cases and statistics. 
he warns the profession against undue delays of this. 
form of therapy as he feels that artificial pneumo- 
thorax is capable of doing what no other method has. 
ever achieved. 

Dalton, C. A. C. (Tubercle, Aug., 1925) concludes. 
that partial collapse is beneficial in patients when 
full collapse is impossible owing to the pressure of 
adhesions or undesirable by reason of active disease 
in the better lung. 

DeVloo (Rev. Belge. d. 1. Tuberc., March, 1925) 
advocates artificial pneumothorax whenever hemop- 
tysis is considerable and is not controlled by other 
measures. He recommends large amounts of oxygen 
under positive pressure as it is tolerated better than 
air or nitrogen. He also claims that serofibrinous 
pleurisies do better if aspirated and replaced by gas. 

Ganter, G. (Munchen. Med. Wehnschr., Feb. 25,. 
1926) has treated five cases of pulmonary emphysema 
with artificial pneumothorax with favorable results. 
Spasm of the bronchial musculature was lessened and. 
the pulmonary circulation was improved. 


One of the chief difficulties in regard to pneu- 
mothorax is an economic one. ‘It is an expen- 
sive method of treatment at least in private 
practice. In the east among both doctors and 
patients there is still a real prejudice against it 
which must be combatted. The reasons why 
pneumothorax is not more used at least in the 
east apply still more strongly as to operative 
measures. Until our general hospitals have a 
ward for the diagnosis and treatment of tuber- 
culous patients and the archaic prejudices of 
those in control of these institutions are done 
away with, little progress will be made in this 
direction. 


Thearle, W. H. (Am. Rev. of Tub., July, 1926) 
makes a plea for professional education and public 
enlightenment that will result therefore for earlier 
operative procedure in a more favorable stage of the 
disease. He outlines the surgical measures in their 
relative order of merit in pulmonary tuberculosis. 
as extrapleural thoracoplasty, radical phrenicotomy,,. 
extrapleural pneumolysis and cavity drainage. Ac- 
cording to him, cavity drainage is indicated in toxe- 
mia of solitary tuberculous cavities with mixed infec- 
tion which thoracoplasty has failed to collapse fully. 
Extrapleural pneumolysis to collapse apical cavities 
after thoracoplasty failed to collapse small apical 
cavities. Phrenicotomy he believes will cure some 
cases of early unilateral tuberculosis which are not 
making progress under sanatorial regimen alone. He 
also cites Sauerbruch, who advocates phrenicotomy 
as a test in the status of suspicious lesions in the 
better lung before thoracoplasty. Extrapleural Para- 
vertebral Thoracoplasty for surgical collapse in chron- 
ic advancing phthisis with predominantly unilateral 
involvement, when pleural adhesions prevent pneu- 
mothorax therapy. 

Archibald, E. (Am. Rev. of Tub., March, 1927) 
finds that local anesthesia in large amounts is re- 
sponsible for avoidable deaths in extrapleural thora- 
coplasty operations. He recommends a general anes- 
thetic and very little local anesthetic and not doing 
too much at one time. 
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Perret, C. A., Perquet, C. A., and Giraud, A. (Presse 
Med., April 11, 1925, No. 29, p. 466) advocate the use 
of phrenicotomy in bronchiectasis when the cavities 
are close to the diaphragm. 

Thevenard (Presse Med., July 4, 1925) reports the 
use of phrenicotomy for the treatment of bronchiec- 
tasis and of gangrene of the base of the lung with 
apparent good results. 


Much publicity has been given to Sanocrysin 
and the other preparations referred to below. 
Their use should be discouraged in every way. 


Faber, K. (Lancet, July 11, 1925) in his studies 
of the effects of Sanocrysin in pulmonary tubercu- 
losis comes to the following conclusions: (1) that 
‘Sanocrysin has a specific curative action on tubercu- 
losis of the lungs, (2) that it does not seem to have 
the same effect on extra thoracic localized tubercu- 
losis, surgical tuberculosis, meningitis, etc., (3) that 
it is very effective on fresh tuberculosis that has 
‘been manifest less than one year,—in older cases 
the effect of the treatment is uncertain, (4) that it is 
difficult to use it in febrile cases but some good re- 
sults may be obtained in old cases of apyretic fibrous 
phthisis——so far it has not been able to cure acute 
lobar tuberculous pneumonia, (5) in ordinary cases 
a treatment lasts 3-4 months, (6) generally the dan- 
gers may be avoided when the treatment is carried 
out in the right manner and with caution, (7) that 
the antitoxic serum has a curative effect on acute 
shock. Its effect in preventing albuminuria is not 
clear and further investigations are necessary. 

Jessen, H. (Munchen. Med. Wcehnschr., March 12, 
1926) claims that Sanocrysin is not a cure for tuber- 
culosis and the Moellgaard serum is valueless; the 
gold salt because of its predominantly metallic ac- 
tion is a dangerous poison capable of setting up re- 
actions not necessarily proportional to the dosage 
used, and quite unsuitable for general ambulant prac- 
tice. He finds that Sanocrysin may be useful in 
purely productive tuberculosis. 

Cummins, S. L. (Tubercle, July, 1926) feels that 
though Sanocrysin cannot yet be claimed as*a cure 
for pulmonary tuberculosis he holds out a new hope 
of raising many cases of the hospital type to the 
sanatorium level. 

Sargent, E., Bordet, F., Durand, H., and Kourilsky, 
R. (Rev. dad. l. Tubercle, April, 1926) find that Sano- 
crysin has no bactericidal action. They do not admit 
its curative value since it does not bring about a cure 
in those types of tuberculosis that could not recover 
without its treatment. 

Elliott, R. T. (Lancet, Jan. 10, 1926) feels that 
Sanocrysin can produce more rapid improvement in 
tuberculosis than can be obtained by any other form 
of treatment known. 

Poit, G. (Presse Med., June 3, 1925) finds that the 
exudative type of the disease appears to respond 
more readily to treatment with Sanocrysin than the 
productive type in which the predominance of fibrous 
tissue possibly interferes with the permeability of 
the vascular wall. He finds that the treatment is 
especially efficacious in the young and in those who 
have not had active disease for more than six months 
or a year. 

Stuhl, C. (Deutsche Med. Wehnschr., Oct. 17, 1924) 
finds that Krysolgan has more beneficial effect than 
other specific remedies that have been advocated. 
He feels that the earlier in the course of the disease 
Krysolgan is begun the better are the results. 

Schellenberg, G. (Deutsche Med. Wchnschr., July 3, 
1925) reports Krysolgan to be a helpful medium in 
early tuberculosis but of no value without other 
‘treatments or in late stages of the disease. 

Feinblatt and Eggerth (Arch. Int. Med., July 15, 
1925) in a study of the effects of Dreyer’s Tubercle 
Antigen come to the conclusion that the Antigen 
failed to adduce any evidence of protection against 


tuberculosis, prolongation of life or favorable influ- 


ence on the disease. 
PNEU MOKONIOSIS 


The various ‘‘Workmen’s Compensation 
Acts’’ have made the dust diseases whether tu- 
bereulosis, pneumokoniosis or both a matter of 
increasing importance to general practitioners. 


Winslow, C.-E. A. (Journal Am. Med. Ass'n, Sept. 
26, 1925) finds a uniformly higher rate of pneumo- 
koniosis in the workers who are exposed to silica 
dust, as earthenware workers, tool workers, and tin 
miners. 

Gardner, L. U. (Tubercle, April and June, 1925) 
after studying the problem of dusty occupations con- 
cludes that pneumokoniosis as a clinical picture will 
appear much earlier in workers who had previous 
lung infections thus having most of their lymph 
nodes obliterated. He believes where the lymph 
nodes are not previously damaged pneumokoniosis 
will develop only after the sinuses have been first 
obstructed either directly by the dust or by inflamma- 
tory tissue caused by it. 

Pancoast, H. K. and Pendergrass, E. P. (Am. Jour. 
Roent. and Rad. Ther., Nov., 1925) writing on the 
x-ray aspect of pneumokoniosis divided into three 
stages this condition: They describe the first stage 
as an increase in the hilum shadows, a thickening 
of the trunk shadows of the midzone and an in- 
creased prominence of the linear markings of the 
peripheral zone, thus simulating passive congestion. 
The second stage is characterized by a _ typical 
mottling throughout the lungs resembling miliary 
or broncho-pneumcnic tuberculosis. The third stage 
is characterized by a diffuse fibrosis frequently as a 
result of superimposed tuberculosis together with 
pneumokoniosis. The factors that enter in the pro- 
duction of lung fibrosis are, (1) the length of time 
of exposure, (2) the amount of dust present, (3) the 
quality of dust with special reference to silica, 
(4) the size of the particles. Thus they found fibro- 
sis to be particularly severe among granite cutters 
and potters, and not so much among bituminous 
miners. 

Schmorl, G. (Munchen Med. Wchnschr., May 8, 
1925) applies the term “Bronchitis Deformans” to 
deformities caused in the bronchi by anthracotic and 
chalicotic affections in the lymph nodes surrounding 
the bronchial tree. 


In such cases the x-ray is most important as a 
means of diagnosis while clinically marked 
shortness of breath without loss of weight and 
many signs of toxemia are striking points. 


NON-PULMONARY TUBERCULOSIS 


Atkinson, C. E. (Clin. Med., June, 1926) feels that 
a fairly early diagnosis of intestinal tuberculosis is 
now possible and hence the prognosis has been wholly 


changed. He finds that the essential measures for 


treatment are strict bed rest, a suitable dietary, 
heliotherapy, which may be either natural or arti- 
ficial, calcium treatment and surgery, including pneu- 
moperitoneum. 

Garbat, A. L. (Journ. Am. Med. Ass'n, Feb. 27, 
1926) urges the insufflation of the peritoneal cavity 
with oxygen in cases of tuberculous peritonitis, asso- 
ciated with ascites. He urges that it should be under- 
taken in preference to the usually advised lapa- 
rotomy. 


This method is no longer accepted in the treat- 
ment of this condition. 


Parfitt, Chas. D. (Am. Rev. of Tub., May, 1927) 
recommends highly the use of galvano cautery in 
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laryngeal tuberculosis. He classifies laryngeal tuber- 
culosis in three stages and finds that complete recov- 
ery may be obtained in the early stages by the use 
of the galvano cautery. 


This is open to discussion. The majority of 
authorities would not agree with such a sweep- 
ing statement and would be opposed to such a 
universal use of operative measures. 


Clarke, B. R. (Tubercle, March, 1926) finds that 
61% of the cases of fistula in ano subsequently develop 
pulmonary tuberculosis and that 20% of cases 
of fistula have been proved tuberculous by animal 
inoculation. 


This should be borne in mind far more often 
than it is by both surgeons and general prac- 
titioners. 


PROGNOSIS 


Hagen, E. (Klin. Wehnschr., March 26, 1925) finds 
that the greater the intoxication and tissue destruc- 
tion in tuberculosis the greater is the increase of the 
globulin at the expense of the albumen. He finds 
that this test may be regarded as an aid in deter- 
mining whether a patient with tuberculosis is in 
need of treatment or not. 

Kalkbrenner (Zschr. of Tuberc., March, 1925) finds 
that a prognostic index is given in which the numer- 
ator is determined by the number of lymphocytes 
and the denominator by the sum of the myelocytes 
and young forms. The prognosis of pulmonary tuber- 
culosis is more favorable the greater this quotient is. 
If it is less than 5/10 the prognosis is unfavorable. 
If it is between 5/10 and 1 the case can still be bene- 
fited. 

Fritch, A. V. (Beitr. 2. Klin. d. Tuberk., March, 
1925) observed that a markedly accelerated red cell 
sedimentation reaction means a grave prognosis. In 
the absence of an accelerated reaction the prognosis 
is good. 

Popper, M. (Rev. d. i. Tuberc., Aug., 1925) feels 
that the prognosis is generally best in those whose 
rapidity of sedimentation diminished following the 
first injection of tuberculin. For purposes of diagno 
sis a normal sedimentation time speaks against active 
tuberculosis and an accelerated sedimentation for it. 

Weichsel, J. (Deutsche Med. Wehnschr., Nov. 21, 
1924) finds that in fibrous tuberculosis the rate of 
red cell sedimentation is somewhat slower than in 
tuberculosis with cavities. In pneumothorax cases, 
rates are relatively high, especially if collapse is good. 
Sudden and considerable increases in rate frequently 
indicate the occurrence of a complication such as 
pleurisy or empyema. He concludes that any case 
. of tuberculosis which always has a sedimentation rate 
of less than 30 minutes has a grave prognosis. 


All such prognostic tests are of interest but 
in their ultimate analysis of little value. The 
estimation of prognosis in tuberculosis, at best 
uncertain, depends upon the experience and 
judgment of the physician more than anything 
else. 


ETIOLOGY 


Baldwin, E. R. (Boston Med. and Surg. Jour., V. 
197, No. 2, July 14, 1927) takes up the general sub- 
ject of tuberculous infection. Nothing more on the 
subject need be said than this. His article will be 
of value to every general practitioner. 

Lange, B. (Ztschr. f. Hyg., 1924) studying infec- 
tion of tuberculosis by indigestion and inhalation 
concludes that by way of the lungs is the most dan- 
gerous infection. 


Lange, B. (Centralbl. of Bact., Abt. 1, Orig. 1924) 
finds that droplet infection plays only a slight role. 
Of greater significance is bacillus laden dust. 

Jellenigg, K. (Beitr. 2. Klin. d. Tuberc., 1925) comes 
to the opposite conclusion, that dust infection plays 
a markedly subordinate role in comparison with 
droplet infection. 

Walsh, Joseph (Am. Rev. of Tub., Aug., 1926) sug- 
gests that tuberculosis generally begins at the apices 
and is rarely found at the bases for the reason that 
pulmonary function is greatest at the apex and least 
at the bases, thus causing the apices to be more vul- 
nerable. He cites numerous arguments substantiat- 
ing this theory. 

Opie, E. L. and McPhedran, F. M. (Am. Rev. of 
Tub., Oct., 1926) after an exhaustive study of the 
subject conclude that tuberculous infection is trans- 
mitted to adults and to adolescent children and that 
approximately one-half of partners of husbands and 
wives with open tuberculosis are infected. They also 
find that latent tuberculosis often becomes manifest 
and that certain forms of latent infection foretell 
the approach of clinically recognizable disease. These 
are (1) infection recognizable by the tuberculin re- 
action during the first two years of life, (2) tracheo- 
bronchial tuberculosis in children recognized by x-ray 
examination, and (3) latent apical tubercuJosis in 
adolescent children. Children with these forms of 
tuberculous infection should be examined at fre- 
quent intervals and treated as though they had re- 
cently arrested tuberculosis. They also state that 
all adults in whom latest apical tuberculosis has 
been recognized should receive the same care as 
patients with arrested phthisis. 

Richdorf, L. F. and Hetzler, A. E. (Am. Rev. of 
Tub., Oct., 1926) find in a group of children studied, 
evidence of infection with tuberculosis twice as often 
in children that are exposed to tuberculosis. 


MISCELLANEOUS 


Drolet, G. J. (Am. Rev. of Tub., Dec., 1926) after 
an exhaustive study of tuberculosis hospitalization 
finds that there is a striking correlation to be noted 
between the tuberculosis death rate and ratio of beds 
available. He finds general living and working con- 
ditions as well as racial resistance to be important 
factors. 

Koontz, A. R. (Arch. Int. Med., Aug. 15, 1925) after 
experimenting with war gases on dogs comes to the 
conclusion that in the vast majority of surviving 
gassed men all lesions have disappeared shortly after 
gassing and the small amount of fibrosis remaining 
in the minority can scarcely cause serious disability. 

Sargent, E. (Presse Med., Feb. 14, 1925, No. 13, 201) 
discussing the sequelae of war gases per se may 
aggravate a case of latent tuberculosis but ascribes 
it rather to the general weakened condition of the 
patient. He concludes that poisoning by gas is not 
enough in itself to cause tuberculosis. 

Mullin, W. V. (Jour. Am. Med. Ass’n, Sept. 4, 1926) 
finds that the types of lung infection that may be 
caused by paranasal infection are (1) acute bron- 
chitis, (2) bronchial asthma, (3) chronic bronchitis, 
(4) bronchiectasis. 

Moses, H. M. (Am. Jour. Med. Sc., Feb., 1926) feels 
that tuberculosis is the chief etiological factor in 
primary carcinoma of the lung. His opinion is con- 
tradicted by many authors, notably Rokitansky (quot- 
ing J. S. Grove and Kramer, Am. Jour. Med Sc., Feb., 
1926), who states that the presence of tuberculosis 
practically excludes carcinoma. | 

Pattison, H. A. and Jacobs, P. P. (Technical Series, 
No. 7, Nat’l Tub. Ass’n) discuss the subject of shel- 
tered employment for the tuberculous in this country. 
This whole subject is of immense practical and eco- 
nomic importance. The latest work on this subject 
is gone over carefully in this pamphlet, which is 
of great practical value. 


- 


Volume 197 
Number 13 


CABOT CASE RECORDS 


521 


Gase Records 
of the 


Massachusetts General Hospital 


ANTE-MORTEM AND POST-MORTEM RECORDS AS USED IN 
WEEKLY CLINICO-PATHOLOGICAL EXERCISES 


Epitep By R. C, Casort, M.D. 


F, M. PAINTER, A.B., ASSISTANT EDITOR 


CASE 13391 


CONTINUOUS NOSEBLEED FOR FORTY- 
EIGHT HOURS 


MepicAL DEPARTMENT 


An unmarried Canadian girl of twenty, an 
operative in a rubber shoe factory, entered the 
hospital April 7 complaining of profuse bleed- 
ing from the nose for two days. 

Since childhood she had been subject to fre- 
quent nosebleeds, always easily stopped and be- 
coming much less frequent until the present ill- 
ness. Eight months before admission she began 
work in the rubber factory. Since January, four 


months before admission, she had felt very tired. 


by noon every day, and the smell of the cement- 
ing substances with which she worked made her 
feel nauseated. Three months before admis- 
sion she had a cold in her head and chest which 
cleared up in two weeks. After it she grad- 
ually grew weaker and lost interest in things. 
Two months before admission she had a nose- 
bleed from the right nostril, easily stopped. 
A month before admission her menstruation 
lasted three days longer than usual, and the 
flow was unusually profuse. Two weeks 
before admission her gums, especially on the 
right and at the baek, became sore and later 
swollen. After the application of argyrol and 
something else by a dentist there was free bleed- 
ing for four hours from the right upper jaw 
with clot formation in- her mouth. The gums 
continued to be sore though not so swollen. For 
two weeks she had felt dizzy, especially on bend- 
ing over. April 2 her employer sent her home 
because she was ‘‘all run down and needed a 
rest.’’ April 6 on blowing her nose she had a 
sudden continuous flow of blood from both nos- 
trils, with large clots. After seven hours a 
physician was called and stopped the bleeding 
with pledgets. When he removed these the 
morning of admission the bleeding recurred. 

The patient’s work was cementing rubber 
heels. Not infrequently other girls doing this 
work felt ill and asked to go home. She thought 
some of them complained of stomach trouble. 
They all seemed to tire easily. 

Her family history shows nothing of signi- 
ficance except that in boyhood one brother had 
frequent nosebleeds, easily stopped. 

At the age of ten the patient was ill in bed 
a month with influenza. She had always been 


well but never very rugged. Four years before 
admission she came from Canada to a Massachu- 
setts mill city. At this time she weighed 122 
pounds, her best weight. Recently her usual 
weight had been 105. Four years ago she had 
“‘growing pains’’ in the backs of her legs. A 
year before admission she had an ‘‘abscess’’ in 
her right ear for a week. She occasionally urin- 
ated once or twice at night. 

Her brother thought she did not get enough 
sleep. He said she had had cough off and on 
on all winter, took patent medicines occasionally 
without relief, and not infrequently, especially 
during the past month, had not been able to eat 
her supper. 

Clinical examination showed a very pale, 
small girl lying propped up in bed. Breath 
very repulsive, suggesting decay and Vincent’s 
infection. Diffuse brown pigmentation of the 
skin. Many large purpurie spots on the lower 
extremities. Striae over the hips, suggesting 
marked loss of weight. Tonsils inflamed. One 
hemorrhagic spot on the hard palate. Very 
marked pyorrhea. Hemorrhagic edges to sev- 
eral teeth. Heart slightly enlarged; left border 
of dullness 8.5 centimeters from midsternum, 
one centimeter outside the midelavicular line. 
Right border not recorded. Supracardiae dull- 
ness 5 centimeters. <A systolic murmur at the 
apex. Blood pressure 110/70—100/82.  In- 
creased breath sounds at the apices of both 
lungs. Abdomen, extremities, pupils and re- 
flexes normal. Examination of the fundi showed 
the left dise margin hazy, especially the nasal 
margin. 

Urine: 32 to 63 ounces, smoky, turbid, cloudy 
at four examinations, gross blood at a fifth, 
(there was vaginal‘ bleeding throughout her 
stay in the hospital,) specific gravity 1.018 to 
1.014, a very slight trace to a large trace of 
albumin at all, red cells in three specimens of 
sediment, leucocytes in two. Blood at entrance: 
1,200 leucoctyes, 16 per cent. polynuclears, 76 
per cent. lymphocytes, 8 per cent. large mono- 
nuclears, hemoglobin 40 per cent., reds 
1,715,000 ; some anisocytosis, moderate achromia, 
no poikiloeytosis, polychromatophilia, stippling 
or normoblasts; platelets practically absent; no 
reticulated cells; bleeding time 16 minutes. 
Wassermann negative. Non-protein nitrogen 26 
milligrams. Widal negative. Clotting time 12 
to 19 minutes. Stools: gross blood and strongly 
positive guaiae April 8. Two blood clots two 
inches long April 10. Three other specimens 
showed no gross blood, guaiae negative. 

X-ray showed the sinuses unusually small. 
The antra were much less than normally ra- 
diant. It was thought this might be anatomical. 
The right mastoid cells were slightly less radiant 
than the left. The bones of the jaws were es- 
sentially negative. 

100.3° to 105.8°, pulse 100 to 
162, respirations 20 to 48. 
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A dentist found evidence of infection with 
Vincent’s organism, with a possible complica- 
oo due to purpura or some other blood condi- 
ion. 

Transfusions were done April 7, 9, 11, 14, 16, 
20, 22 and 24, 600 cubic centimeters of blood 
being given each time April 7 to 20, 1000 cubie 
centimeters April 22 and 24. Following the 
transfusion April 11 there was a slight cough. 
Quartz lamp treatment was started that day and 
given April 11, 19, and daily thereafter. Re- 
peated blood studies showed steady rise in the 
red count and the hemoglobin coincident with 
an irregularly falling leucocyte count—1000 
April 8 and 9, 850 April 11, 925 April 13, 600 
April 14, 950 April 16, 850 April 18, 600 April 
20. In all smears the platelets and reticulo- 
cytes were markedly reduced. Polymorphonu- 
clears were absent in two smears, 1 per cent. in 
a third, few in a fourth, irregular in outline, 
vacuolated, coarsely granular. April 12 ten 
cubie centimeters of thromboplastin substance 
was given. April 14 the right tonsil was large 
and red. April 16 there was bleeding from the 
right nostril, requiring packing. 20 cubic cen- 
timeters of thromboplastin was given. Two days 
later the nosebleed recurred, again requiring 
packing. A throat consultant found acute in- 
fection of the right tonsil, not severe. April 20 
the temperature was 104.8°. The following day 
there was bilateral mastoid tenderness. An 
aurist did a negative right paracentesis. The 
bleeding time was fifteen minutes. The plate- 
lets were very much reduced. The leucocyte 
count was 1000, against 600 the day before. 
Later there was slight seropurulent discharge 
from the right ear. The temperature showed 
daily wide swinging with afternoon drop. 

April 22 1000 cubic centimeters of blood was 
transfused. Twenty minutes afterwards the 
leucocytes were 500-400, the reds 4,368,000, the 
hemoglobin 80 per cent. The platelets were 
more numerous than they had been, most fields 
showing two or three, some five or six. The 
red cells were normal in size and shape. In two 
smears 16 cells were seen, 7 polmorphonuclears, 
very clear and granular in a few instances, 9 
lymphocytes. Two hours after transfusion the 
leucocytes were 400. 

April 24 the patient had a large hemorrhage 
from the vagina and the lungs, losing 800 to 
1000 cubic centimeters of blood. 1000 cubic 
centimeters was tranfused. Her condition was 
very poor that evening and the next. She com- 
plained of some pain in the left lower quadrant, 
flank, and costovertebral angle. There was 
some spasm in this region. April 26 she died. 


DISCUSSION 


BY RICHARD C: CABOT, M.D. 
NOTES ON THE HISTORY 
The two striking symptoms in the present 


illness are the nosebleeds and the trouble with ; 
her gums. 


I do not see anything important that i | 
in the past history. 


_ NOTES ON THE PHYSICAL EXAMINATION 


“‘Increased breath sounds at the apices of 
both lungs’’ does not mean anything. : 

None of these examinations of the urine was - 
made from a catheter specimen, and we have no - 
reason to pay attention to them. 

That blood is the interesting thing. There 
you have the old problem of a contradiction of | 
reports. The report of achromia cannot be true — 
if the hemoglobin is 40 and the reds 1,715,000. 
That is a very common contradiction. It has- 
been my experience that when you have to be- 
lieve one of them it is better to believe the re- 
port of achromia in the smear, because 
hemoglobin measurements are easier to make a. 
mistake about. So I should believe that prob- 
ably there was achromia even though the hemo- - 
globin test is opposed. 

“*No reticulated cells.’’? In a blood like this. 
that is very important. It means that we have - 
no evidence of regenerative effort in the marrow. 

She certainly did not suffer for lack of donors . 
and help on that side. 

*‘Following the transfusion April 11 there- 
was slight cough.’’ Until now nothing has been 
said about cough, other than her brother’s re- 
port about it. 

**Quartz lamp treatment was started that day” 
and given April 11, 19 and daily thereafter.’’ I 
take it because they had no idea what else to do» 
and thought they might as well take a chance 
with that. 

These leucocyte counts are extraordinarily 
low. I do not remember having seen any lower™ 
than six hundred. 

‘‘Two days later the nosebleed recurred.’’ So: 
the treatment was not obviously effective. 


DIFFERENTIAL DIAGNOSIS 


She certainly died of anemia. Our only pos- 
sible point of discussion is its type or cause. In: 
the beginning it seemed perfectly natural to- 
suppose that this was an aplastic anemia. A 
profound anemia at her age and in her sex with 
hemorrhage, with low white count, with the ab- 
sence of any known cause and of any signs of 
regeneration in the reds, is just the anemia that 
we call aplastic. But as we come to the exam- 
ination of the mouth and parts around it there 
is a certain amount of evidence of infection. 
Could it be a secondary septic anemia? Then 
of course with this extremely high count of 
lymphocytes—high relatively, never absolutely 
—one thinks of leukemia; but I do not see why 
one should. What has happened is that the 
polymorphonuclears have given out; there is no” 
increase of lymphocytes. They are proportion- 
ally numerous but not increased. The difficult 
thing is to call it a case of aplastic anemia wi 
four and a half million reds, which she had 
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shortly before death. We do not often see 
transfusions fill people up like that. She has 
had an extraordinary number of them. It 
might be that that would account for it. 

She has had continuous fever, which would 
seem to favor infection; but any of the severe 
anemias may have fever. 

I do not see that we have conclusive evidence 
of industrial poisoning. She worked in a rub- 
ber shoe factory. There are various substances 
to be thought of, especially lead and benzol. But 
we have no-definite evidence of them here. I 
suppose they looked into this. If they have evi- 
dence we ought to have it. Working in a rub- 
ber factory does not prove poisoning. 

Dr. Tracy B. Mauuory: I think some addi- 
tional information should be given there, Dr. 
Cabot. It is known that there have been seven 
almost exactly similar cases from this factory. 

Dr. Casot: That certainly looks as if there 
were some definite industrial poisoning there, 
and of course we would think of benzol rather 
than lead. Benzol has a tendency to diminish 
the whites, as in this case. Lead has not. 

Stupent: Is all this bleeding particular- 
ly characteristic of benzol poisoning? 

Dr. Casot: It is characteristic of aplastic 
anemia; I do not remember having heard of it 
in relation to benzol. Of course if benzol hit 
the whites it would hit the platelets too, accord- 
ing to our present theory of their formation. 
And if it hit the platelets it would cause hemor- 
rhages. 

A Srupent: How about the duration, Dr. 
Cabot? Isn’t it short for aplastic anemia? 

Dr. Casot: Four months? No, I should not 
say so. One of the characteristics of the dis- 
ease is that it has a steady downhill course with 
none of the remissions that you get in pernicious 
anemia. 

I think it is not a septic anemia. I believe it 
is either aplastic or due to benzol. I should 
think further knowledge in relation to that 
question would have to rest on further knowl- 
edge of the conditions under which she worked, 
with the possibility or probability of her having 
taken much benzol into her system. The story 
that we have of those other cases in the factory 
certainly favors benzol poisoning. I think on 
the whole if I had to bet I should say benzol 
now rather than aplastic anemia. 

Dr. Mauiory: If you knew that there was 
benzol taken into her system would you call 
this characteristic ? 

Dr. Caspot: As far as I know, yes. 

A SrupENt: Do you remember the case we 
had some months ago, of a Russian? Every- 
body refused to call it benzol poisoning. 

Dr. Casot: We did not have definite evi- 
dence of benzol in his work, I think. 

A Srupent: Are not these cases almost 
parallel ? 

Dr. CaBot: Otherwise, I should say yes. If 
this turns out to be benzol poisoning we cer- 


tainly would have some reason to think back to 
the other case and call that benzol too. 

A Stupent: Is the purpuriec condition part 
and parcel of the anemia? 

Dr. Casot: I believe so; yes. 

A Stupent: Why do you discount contin- 
uous fever, cough, and the dull apices? 

Dr. Casor: It does not say dull. It says in- 
creased breathing. I hope you will never write 
down “‘increased breathing.’’ It means noth- 
ing. If you tell the patient to breathe hard and 
listen you get increased breathing of course. 
When they record that phrase what people 
usually mean is bronchovesicular breathing, but 
they do not feel quite sure of it so they try to 
use a neutral term. It should not be allowed. 
If we had definite signs there, with a history 
of persistent cough, we ought to consider tu- 
berculosis. 

A Strupent: How about her age? Most of 
the cases that we have seen have been in older’ 
persons. 

Dr. Casot: The common sex and age for 
aplastic anemia is young girls. I suppose it is 
the same with the secondary aplastic anemia 
which benzol produces. 

A Srupent: Would it be in order to ask- 
what would be done to the owners of the fac- 


: I think nothing would follow, 
that is no legal action, if the owner had used 
what the courts call due care. 


A Srupent: They have had seven other 
cases. 
Dr. Mauuory: I can answer that as far as 


this particular case is concerned. Some of the 
members of the staff here investigated the fac- 
tory. There are a number of small factories 
situated near here, in the immediate suburbs.: 
The employers buy various compounds with se-’ 
eret trade formulas, and they will tell you that 
they do not know what they consist of. They 
say that they did not know they were using 
benzol, and that lets them out. No legal action 
has followed in spite of strenuous efforts from’ 
several sources. 

Dr. CaBot: Do they change the working con- 
ditions? 

Dr. Mauuory: Nothing has been done about 
it. The ventilation was extremely poor in this 
particular factory. The doctors who visited it 
say that twenty minutes in the room made them 
quite sick. They’ felt very uncomfortable for 
three or four hours afterwards. And these girls: 
work there all day long. 

ADDITIONAL NOTES 

It was learned that the cement used by this 
patient in her work contained 80 per cent. of 
benzol. 

A member of a commission for the investiga- 
tion of benzol poisoning said in consultation: 
‘‘The blood smear seems typical of benzol pol- 
soning. 
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CLINICAL PIAGNOSIS (FROM HOSPITAL RECORD) 
Benzol poisoning. 


DR. RICHARD C. CABOT’S DIAGNOSIS 
Benzol poisoning. 


ANATOMIC DIAGNOSES 


Benzol poisoning. 

Central necrosis of the liver. 

Blood aspiration and bronchopneumonia. 
Inactive bone marrow. 


Dr. Mauuory: The necropsy here is, as far 
as I know, fairly typical of the usual findings 
in benzol poisoning. It is the first one that I 
have ever seen. At the time of necropsy the 
girl’s weight had dropped to seventy-two 
pounds, although even then she did not seem 
very emaciated. 

She showed the sears of at least eleven differ- 
ent incisions for transfusions. 

She had a very definite jaundice which I un- 
derstand developed during the last three days 
of life. 

The peritoneal cavity showed about 5 eubic 
centimeters of fresh unelotted blood down in 
the posterior cul-de-sac, and the entire mesen- 
tery was peppered with minute petechial hemor- 
rhages. The stomach showed a great many 
petechial hemorrhages in the mucosa. 

The intestines were negative except for a 
staining of the mucosa of the ileum just above 
the ileoceeal valve, which was dark reddish 
black, presumably another hemorrhage. 

The pleural eavities both showed small 
amounts of blood-tinged fluid. 

The lungs were rather interesting. The right 
apex showed an old fibrous sear, but no evi- 
dence of active tubereulosis. Around the. scar 
was a consolidated bright red area 2 centimeters 
in diameter, obviously a fresh bronchopneu- 
monia. The left lower lobe showed a more un- 
usual picture. It was distended and on section 
was filled with numerous small, densely con- 
solidated areas, firmer than bronchopneumonie 
patches, and a deep blackish red in color, more 
like infarets. The outlines were sharp but ir- 
regular, in contrast to the usual smooth outline 
of infarets of the lung. Microscopie examina- 
tion showed that they consisted of aspirated 
blood, presumably from the hemorrhages in her 
nose or tonsils, with beginning infection around 
the edges of the areas. If she had lived a few 
more days they perhaps would have degenerated 
into abscesses. 

The heart was very small. It weighed only 
170 grams. The muscle tissues were soft and 
flabby. There was a very slight degree of arter- 
iosclerosis. 

The liver weighed 1220 grams. That is rather 
large in proportion to the size of the patient and 


‘appearance, red in color. 


the size of the remainder of the organs. Scat- 
tered throughout the tissue were many slightly 
yellowish patches each of which showed a 
minute hemorrhagic center, and microscopic ex- 
amination confirmed the diagnosis of central 
necrosis, very widespread, which would explain 
the terminal icterus. 

The spleen was not very remarkable in gross. 
Microscopically it showed a great deal of phago- 
cytosis of the red cells and a great many endo- 
thelial cells filled with hemosiderin. That is 
characteristic of a toxic hemolytic anemia in 
contrast to familial hemolytic anemia. 

The kidneys were negative except for a con- 
genital anomaly of the pelvis on the left. 

The bladder showed a few petechial hemor- 
rhages. 

The uterus was large. The cavity was filled 
with a large clot, and a still larger clot was ex- 
pressed from the vagina. 

The left ovary contained a large corpus 
hemorrhagicum. 

The bone marrow of the rib was normal in 
The femoral bone 
marrow was bright yellow, also normal. Micro- 
scopic examination showed a purely fatty mar- 
row in the femur with no evidence of regen- 
eration. In the rib marrow red cells were still 
being formed. There were numerous normo- 
blasts and occasional megaloblasts. We found 
no megakaryocytes, which of course accounts 
for the low platelets, and no evidence of white 
cell formation. 

Dr. Canot: If there had been no industrial 
history in this case would you not ‘have had to 
call it aplastic anemia? 

Dr. Mauiory: I think so. Benzol poisoning 
is one type of aplastic anemia. I do not be- 
lieve that there is any pathological difference 
that would justify one in making an absolute 
diagnosis of benzol poisoning. All that we ean 
say is that it is consistent with it, and when 
we have a history like this there is no doubt 
about it. 

Dr. CaBot: Do you know of ‘any cases in 
which any chemical work has been done in the 
attempt to recover derivatives of benzol in the 
body ? 

Dr. Mautuory: It has been done post mortem 
in eases which have died within two weeks of 
the period that they stopped work. This girl 
had been at home for about ten days and had 
been in this hospital for three weeks. It was 
well over a month in all, so it seemed hardly 
worth while to attempt to find it in the body 
post mortem. : 

A Srupent: Would you expect her white 
blood cells to increase after transfusion ? 

Dr. Casot: Yes, we should expect it in any 
ordinary case. I do not know enough about 
benzol poisoning to know what happens there. I 
have had no experience with it. 
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CASE 13392 


A CASE OF UPPER ABDOMINAL PAIN 
WITH CONFUSING X-RAY FINDINGS 


MEDICAL DEPARTMENT 


November 4 a married white man of fifty-six 
came to the Out-Patient Department complain- 
ing of abdominal pain of five years’ duration. 
The pain was at first noted only occasionally ; it 
had grown increasingly troublesome. It would 
occur as a fairly definite attack every two or 
three days for two or three weeks; there were 
periods of relative relief for one or two months. 
In an attack there would be a dull pain at the 
umbilicus and across the midabdomen fairly 
steady in character, which would continue for 
fifteen minutes to two or three hours until it was 
relieved by medication. At these times he would 
use hot water, soda in water, ginger tea, etc., all 
of which would be followed by belching of gas 
and relief from the pain. There was occasional 
radiation upwards, none to the shoulder blades, 
rarely to the right flank. He could only occa- 
sionally get relief by taking food. The pain 
came at any time of day, without relation to 
meals. It would sometimes wake him at night, 
but was rare before breakfast. He did not have 
trouble from gas except as mentioned above. He 
had no nausea or vomiting except just before 
entry. He did not have heartburn. His appe- 
tite was good. He had never had jaundice or 
melena. He had been troubled with constipa- 
tion, which was not his usual habit during the 
past five years. He could not remember whether 
this was noted before or after the onset of the 
trouble from pain. The constipation was such 
that he would have no stools without physic, and 
he had used numberless types, including castor 
oil, milk of magnesia and numerous patent medi- 
cines. There was no apparent relation between 
the frequency of the pain and the severity of 
the constipation, no apparent relief from regu- 
lar catharsis, but he noted that the pain was 
more troublesome after a cathartic which 
caused free watery evacuations. 

At the time of entry the pain had been pres- 
ent every two or three days for two months and 
he had been forced to give up work. He had 
lost 12 pounds in three months. He tried 
working again with increase of pain a few days 
before entrance. The night before entrance he 
vomited twice with some relief, and again on the 
morning of entrance. 

His past history was negative except for 
typhoid and measles as a child. He denied ven- 
ereal disease by name and symptoms. He had 
been married nineteen years. His wife was liv- 
ing and well and had had no pregnancies. 

On examination he was a fairly well devel- 
oped and nourished man of slightly florid coun- 
tenance. Blood pressure 135/90, weight 173, 
pulse 88, temperature 97.4°. His pupils were 
somewhat sluggish, but consensual reflex was 


- 


present. He had few remaining teeth, with 
moderate pyorrhea. His throat was injected. 
He had palpable cervical glands, but no other 
adenopathy. His chest was clear. His heart 
was not enlarged and there were no murmurs 
present.. The sounds were of fair quality. His 
abdomen showed no masses, spasm or tender- 
ness. The liver and spleen were not palpable. 
His knee-jerks were normal. There was no 
edema of his ankles. 

He was given a five meal bland diet, mineral 
oil half an ounce twice a day and atropin grains 
1/150 to use for further vomiting. 

X-ray November 12 showed the esophagus and 
the outline of the stomach normal. The stomach 
showed vigorous peristalsis, was freely movable 
and showed no filling defect. At the six-hour 
examination the stomach contained a large resi- 
due. The duodenum was not seen during the 
examination. Barium could not be forced past 
the pylorus. There was a small collection of 
barium just beyond the pylorus which it was 
thought might possibly be a sae extending from 
the duodenum. It was thought it might be ad- 
visable to repeat the examination after using 
atropin. 

November 18. Feeling much better. Less 
frequent and less severe pains. Used atropin 
once. Referred for repeat of X-ray. 

December 2. Continuing improvement. 
Weight 172. 

January 20. Had gained 4 pounds. Some 
pains at times. Some substernal burning. Or- 
ders: magnesium oxide and soda, equal parts of 
each, one dram of the mixture three times a day 
after meals. 

March 3. Had gained 8 pounds. Weight 
180. Feeling pretty well, but not very strong. 
He had some diarrhea and was given fluid ex- 
tract of belladonna half a dram in four ounces 
of water, one dram three times a day after 
meals, and bismuth subearbonate half a dram 
three times a day after meals. He had no Rom- 
berg or speech difficulty. Reflexes as above. A 
Wassermann was taken which was negative. 

March 24. Diarrhea was controlled in three 
days. On examination his abdomen was nega- 
tive except that the liver was palpable. 

April 14. Feeling fine except for weakness 
attributed to light diet. Had been working. No 
further diarrhea. No vomiting, pain or gas. No 
further heartburn. Orders: increase diet; con- 
tinue powder p.r.n. 

May 19. Feeling fairly well except for ocea- 
sional abdominal pain and easy fatigability. 


Weight 183. 


DISCUSSION 
BY PAUL H. MEANS, M.D. 


This is a rather unusual type of pain, com- 
ing at definite intervals but without relation to 
meals. Of course the first thing we think of is 
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‘the possibility of ulcer; and the fact that the 
pain comes not every day and not in definite 
‘relation to food, and is not relieved by food, are 
rather against that. The relief from soda is in 
favor of the diagnosis of peptic ulcer. 

The next thing we are thinking of is the pos- 
sibility of cancer, suggested by the loss. of 
weight, the patient’s age, and the type of pain. 
Some of the conditions are rather against can- 
cer,—the fact that his appetite was good, the 
fact that he had this same trouble for such a 
length of time. Constipation is a symptom that 
goes with the possibility of cancer, a new consti- 
pation which he had not been accustomed to, 
although as I say the period is so long that it 
seems as if he would have had more difficulty 
from cancer either of the colon or of the stom- 
-ach which lasted such a long time. 

Another diagnosis we are bearing in mind is 
‘the possibility of spastic constipation as the sole 
-eause for his symptoms. With a spastic consti- 
pation the pain is more transitory in character 
and more frequent. That is, the patient will 
have pain throughout the abdomen off and on 
for some hours, generally of the colic type. The 
fact that free saline catharsis caused an increase 
of symptoms is a point in favor of a spastic 
-eonstipation. 

On the history the diagnoses that I have men- 
tioned are the ones that we think of first. To 
‘these might be added gall-bladder disease with 
-or Without stones. There have been no attacks 
of pain which were the typical gall-stone pic- 
‘ture. The pain has never radiated to the right 
‘shoulder, has never been severe enough to re- 
quire immediate medication of a hypodermic 
nature. The fact that he had a typhoid in 
youth leads to the thought that that might 
possibly be a start of the gall-bladder infection. 
The symptom of gas is of course common with 
chronic gall-bladder inflammation. Usually the 
gas in those cases is troublesome in and of itself 
without relation, as here, to a particular pain. 

The appendix should also be thought of as a 
-seat of inflammation and a source of gastro-in- 
testinal irritation, though there is nothing def- 
initely suggesting it. 

He had no supraclavicular gland on the left, 
which we are looking for to help us in the de- 
‘tection of gastric cancer. 

In this physical examination there is nothing 
much to help us except the absence of findings 
suggesting other disease. The absence of ten- 
derness in the abdomen does not rule out or rule 
‘in any of the conditions we have mentioned. 

In considering his general examination we 
wonder whether he might have a circulatory dis: 
turbance causing his digestive symptoms. The 
examination of the heart and arteries was essen- 
tially negative. He had some arteriosclerosis ; 


not more than we should expect in a man of 
fifty-six. 


nature. 


He did not seem to be of a nervous 
He was a common-sense sort of man. 


The vomiting was a recent symptom and 
seemed to be due to partial obstruction which 
might be relieved by the use of atropin, and this 
was given as preliminary medication. 

The vigorous peristalsis with stasis shown by 
the X-ray leads us to favor the diagnosis of duo- 
denal ulcer even in the absence of definite evi- 
dence. The X-ray report is not conclusive of 
any particular diagnosis, however. Will you 
comment on it, Dr. Holmes? 

Dr. Houmes: The most interesting point 
perhaps in this is the necessity of repeating such 
examinations. When we have indirect signs 
without direct evidence of a lesion we ought to 
be very sure that those indirect signs are not 
due to such things as spasm or the failure to 
carry out instructions. This patient may have 
eaten food. In that case he would have a residue 
in the stomach, and would have increased peri- 
stalsis. The man who did this evidently had 
that in mind when he requested that the exami- 
nation be repeated. 

Whether we should use atropin in these ex- 
aminations is a question open for discussion. 
There is not a great deal of proof that we get 
better results by giving an antispasmodic than 
by having the patients come back for another 
examination. It is something of an effort for a 
patient to come back. We have recently used 
amyl nitrite in a series of cases, amyl nitrite be- 
ing an antispasmodic which acts instantly. In 
cases which had organic lesions we were unable 
to relax spasm. We were also unable to relax 
spasm in many cases showing no definite lesions. 
I have some doubt as to whether these antispas- 
modics work. 

Dr. Means: I had a patient to whom I gave 
atropin for treatment. He apparently had an 
increasingly severe gastric symptomatology, and 
seemed to find definite relief. 

Dr. Houtmes: I think that is true. Any of 
these antispasmodics will stop peristalsis. Amyl 
nitrite will stop peristalsis instantly, but it does 
not always relax spasm. 

Dr. Means: So we get free from the symp- 
tom of spasm rather than from spasm? 

Dr. Houmes: Yes. 

Dr. Means: X-ray examination did suggest 
one thing which had not been considered seri- 
ously before, and that was the possibility of a 
luetic condition, the gastric crisis of tabes. He 
has not had in his history anything suggestive ; 
but the marked spasm of the pylorus might be 
due to that, and that was investigated later with 
negative results. Dr. Holmes, will you tell us 
what the X-ray examination helps to rule out in 
the diagnosis? 

Dr. Houmes: I should say it rules out can- 
cer. It rules out cancer that can be demon- 
strated by X-ray. I have seen cases in which 
cancer was found at operation, a very small can- 
cer which gave no evidence of its presence 
except spasm which disappeared on the second 
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examination, just as in this case. Those are 
certainly very rare. I do not think we have 
proved absolutely that he had spasm. He may 
have had food, unless you went into that history. 
Of course spasm is the more important. 

Dr. Means: I should judge that he is a man 
who would follow instructions carefully. 


ADDITIONAL X-RAY FINDINGS 


A second X-ray examination November 26 
showed no evidence of pathology in the esonh- 
agus or stomach. The duodenum was visualized 
and appeared to be normal in outline. There 
was distinct delay in the passage of barium 
through this part. Examination at this time 
showed no definite pathology. The delay previ- 
ously noted was probably due to spasm. 


FurtTHER Discussion 


Dr. Houtmes: I should interpret that as a 
negative finding as far as the X-ray goes, and 
say that he had no evidence of ulcer or cancer. 

Dr. Means: This second X-ray examination, 
with the patient atropinized, was surprising in 
that it showed no definite pathology. This leaves 
the diagnosis still open for discussion. 

I felt at the time that the diagnosis was be- 
tween a spastic constipation with spasm of the 
pylorus as part of the picture, and an ulcer 
which was in a position where it could not be 
detected by X-ray, probably near the pylorus, 
causing irritation. 

The fact that the patient was feeling so much 
better with the simple diet is not diagnostic, but 
rather helps to rule out a cancer, as he had such 
relief of symptoms. 

The substernal burning reported January 20 
was a new symptom, and one which we should 
have looked for before as some evidence of hy- 
peracidity to be associated with a possible ulcer. 
The powder given is the Sippy powder A. I[ 
have used it a great deal in conditions of this 
sort where we have not a definite diagnosis but 
indefinite symptoms, in some cases probably due 
to constipation, in other cases due to hyperacid- 
ity from unknown cause. It generally has a 
definite laxative action as well as its antacid 
action, although not a marked cathartic action. 
I have seen some people who had from that dos- 
age too much catharsis, but that is rare. I have 
seen other people who derived no cathartic ac- 
tion at all from that dosage. I may say also 
that that dosage does not lead to increasing con- 
stipation following discontinuance. The normal 
habit which has been helped by that medication 
continues after that medication is stopped. 

Half a dram of fluid extract of belladonna 
root in four ounces of water gives a dose of ap- 
proximately 1/200 grain of atropin to the tea- 
spoonful. At this time the possibility of a luetic 
lesion causing a gastric disturbance was consid- 
ered and I think ruled out. ae 

I think the diarrhea was entirely an incl- 


dental condition. Possibly it was due to food 
infection. 

In the diagnosis up to the present point, May 
19, I think the fact that he has improved so 
much and has gained weight is quite definitely 
against the possibility of cancer. The fact that 
he still has pain is rather an indication that he 
has some organic lesion rather than merely a 
nervous indigestion. The fact that he did not 
improve when he stopped work and took a vaca- 
tion is also suggestive in that line. I think the 
luetic possibility is ruled out. In a man of his 
age a circulatory condition, arteriosclerosis in- 
volving the vessels of the gastro-intestinal tract, 
is a possible underlying cause. I do not see how 
that could be proved one way or the other. I 
think I have mentioned enough of the gall-blad- 
der possibility to rule that out. That leaves us 
with the spastic constipation and ulcer as possi- 
bilities. 

Having seen the final X-ray report I do not 
feel justified in discussing it much further. I 
think the final X-ray report is not absolutely 
conclusive, but quite suggestive. That X-ray 
examination done May 25 should of course be 
repeated with the use of atropin again. 

I think the interesting things in this case are 
the relief from the five-meal diet, the medical 
treatment of a possible ulcer. It certainly is 
true that in his case the relief was quite consid- 
erable. He had been out of work and is now 
able to go back to work again and feel fairly 
comfortable. He has gained ten pounds in 
weight. 


X-RAY EXAMINATION MAY 25 


A third X-ray examination showed a large 
residue in the stomach. The duodenum could 
not be filled. At this time the stomach was 
slightly dilated, hypotonic. The findings were 
very suggestive of duodenal ulcer. 


FURTHER DISCUSSION 


Dr. Means: Dr. Holmes, will you comment 
on the final X-ray? ~ How possible is it that the 
X-ray findings, first, second and last, might be 
due to cholecystitis with reflex irritation? 

Dr. Hotmes: We have not a complete report 
of the last X-ray examination. Those were the 
fluoroscopic notes. The plates do not really help 
us. I do not believe that we could get a per- 
sistent, constant residue without an organic le- 
sion to-cause it. Transient residues are common 
in a number of conditions, but a persistent 
residue I think means an organic lesion, and if 
we have any other evidence pointing that way 
we have to accept it assuch. I think that chole- 
cystitis might cause an increase in peristalsis. 
This man should have the examination repeated. 
It would be interesting to repeat it without 
atropin and then with atropin, to see whether 
it actually does make a difference. It is rather 
remarkable that this thing should happen twice. 
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We could hardly expect spasm to be constant. 

Dr. Means: He has not had symptoms indi- 
eating such a severe state as he had at the time 
of his first entrance. 

Dr. Houmes: There is still another possi- 
bility, that at the time of his second examination 
he did not have a residue because he had been on 
a special diet. Quite frequently a patient comes 
in with an organic obstruction and on his ordi- 
nary diet he has a residue. Then he is put on 
a Sippy or some special diet and his stomach is 
able to take care of that and we get no residue. 
Then he goes back to his regular way of life and 
we get a residue. I have often thought that 
perhaps the best guide to duodenal ulcer is the 
first examination, when the patient is leading 
his normal life. 

Dr. Means: IT think we have here a case 
which we can follow in the Out-Patient Depart- 
ment and see the effect of the diet that he has to 
take to feel well and of the routine work that 
he wishes to do. He did feel that he was not so 
well, that he had some weakness, which he at- 
tributed to his light diet, and on the visit before 
the last his diet was increased, with some return 
of abdominal pain. This may acecount for the 
late finding, which goes well with what Dr. 
_ Holmes has said of the previous dietary condi- 
tion influencing the X-ray. 

I feel that he has a duodenal ulcer which is 
probably small and near the pylorus, causing 
more reflex irritability, perhaps, than we gener- 
ally get. 

Dr. Hotmes: That seems like the most prob- 
able diagnosis. If that is the case he should not 
relax under an antispasmodic. An antispas- 
modic is not supposed to relax a spasm due to an 
intrinsic lesion. It is supposed to relax one due 
to an extrinsic lesion. 

Dr. Means: Where do you draw the line? 

Dr. Hotmes: It must be a spasm due to re- 
flex irritation. If it is due to direct action on 
the muscle fibers the antispasmodic would have 
no effect. The whole use of antispasmodics in 
gastro-intestinal examinations has been to differ- 
entiate between intrinsic and extrinsic spasm. 

Dr. Means: With that diagnosis and in the 
light of his past experience I feel that this pa- 
tient wil! do well for some time if continued on 
the restricted diet, with occasional use of the 
powder, and that we can hope for permanent 
relief. 


DR. PAUL H. MEANS’ DIAGNOSIS 


Duodenal ulcer near the pylorus, causing un- 
usual reflex irritability. 


LATER NOTE 


Increasing symptoms, including pain, gas and 
occasional vomiting, led up to the appearance on 
June 12 of sudden sharp pain in the right upper 
quadrant which was continuous for three hours 
up to his admission to the Emergency Ward and 


immediate operation. A perforated ulcer was 
found in the duodenum on the anterior wall 
near the pylorus. There was a great deal of 
induration around the ulcer. The perforation 
was infolded and a posterior gastro-enterostomy 
done. Convalescence was uneventful. 


THE ISOLATION OF AN UNIDENTIFIED 
MICROORGANISM 


FiniBerTo Souts has published in the Monthly 
Bulletin of the Philippine Health Service his 
findings as follows: An unidentified microérgan- 
ism was isolated from twelve cases of the twenty- 
seven that had acute bacterial endocarditis with- 
in a period of three and a half years at Culion 
Leper Colony. Clinically the disease is charac- 
terized by chills, septic fever, slight icterus and, 
in the later stages, by embolic phenomena. In 
the first week the condition may be ruled out by 
the absence of the parasites in the blood and by 
the presence of marked hyperleucocytosis. The 
disease has invariably proved fatal in from two 
to four weeks. 

The organism can easily be cultured from the 
patient and, at autopsy, from the vegetations on 
the affected valves of the heart. Morphologically, 
it is a short plump bacillus (2x0.8 micron) with 
a uniform body and rounded ends. It is non- 
motile, Gram negative, and non-spore bearing. 
It grows best on media containing blood or 
hemoglobin, and apparently is related to the 
family of ‘‘hemophilae,’’ differing from the only 
three groups recognized by the Committee of the 
Society of American Bacteriologists in that it 
especially affects the valves of the heart and not 
the respiratory system, conjunctiva, or genital 
organs. Definite antibodies (agglutinins) in the 
serum of the patients have been demonstrated. 

In every case where the organism had been 
isolated from the blood, an acute vegetative en- 
docarditis was always found, either at the mitral 
alone, or at both aortic and mitral, or, more 
rarely, at the tricuspid alone. 

In the autopsy of the cases the portal or entry 
has never been demonstrated. 

Experimental inoculations to monkeys, rab- 
bits, and guinea pigs have failed to reproduce 
the disease even with massive doses. 


THE FALL OF THE BARTENDER AND 
THE RISE OF THE BOOTLEGGER 


IN commenting on the mortality statistics of 
Illinois the Illinois Medical Journal publishes 
the fact that deaths due to aleoholism have in- 
creased more than five hundred per cent. since 
1920, the figures being 47 deaths in 1920, and 
305 in 1925. There has also been a marked in- 
crease in the number of deaths due to cirrhosis 
of the liver. 

It is claimed that analysis of bootleg beverages 
uniformly show the presence of wood alcohol. 
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SCARLET FEVER, MEASLES AND 
DIPHTHERIA 


Ir is now over a year sinee the Trustees of the 
Fiske Fund of the Rhode Island Medical Society 
awarded the prize of the Fund for 1926 to Dr. 
Elliott S. Robinson, assistant director of the 
Massachusetts Antitoxin and Vaceine Labora- 
tory, for his essay entitled ‘‘Recent Progress in 
the Prevention and Treatment of Searlatina, 
Measles and Diphtheria.’’? As the published 
essay comes to distribution, however, it is so re- 
markable for its completeness, clarity, and good 
judgment that it deserves a review despite the 
lapse of time since it was written. Regardless 
of the fact that bacteriological and immunologi- 
cal investigation of these diseases, and particu- 
larly of scarlatina and measles, has been pro- 
ceeding uninterruptedly, a review and a dispas- 
sionate analysis of our knowledge of them of a 
year ago is still of great value. 

Our knowledge of diphtheria had reached 
such an advanced stage even more than ten 
years ago, that a discussion of recent progress 
in its prevention is less a tale of new discoveries, 
to use the author’s words, than of the applica- 
tion of knowledge acquired principally upwards 
of ten years ago. Progress in the prevention of 


the diseases, therefore, is in the changing atti- 
tude toward the diphtheria bacillus carriers and 
in the widespread use of toxin-antitoxin mixture 
and its substitutes. The diphtheria carrier, 


| although he has been recognized since the dis- 


covery of the diphtheria bacillus, is now known 
to be not always the source of danger that he 
was once supposed, for he may be carrying a 
non-virulent organism. The simplification of 
virulence tests has rendered more easy the task 
of differentiating between the harmless and the 
dangerous carriers. The value of the Schick test 
and of active immunization with toxin-antitoxin 
remains unimpaired despite various assaults 
that have been made upon it. Numerous modi- 
fications have been made in the mixture used for 
immunization, notably the ‘‘toxoid’’ of Ramon, 
which does not require neutralization with anti- 
toxin; but the one-tenth lethal dose of toxin plus 
antitoxin is still used for the majority of im- 
munizations. 

Passive immunization of all diphtheria con- 
facts with antitoxin is fortunately falling into 
disrepute, a more sensible procedure, where 
these individuals can be kept under observation, 
being to watch them and Schick test them, using 
antitoxin only when symptoms of the disease 
arise. In this way much needless injection of 
horse serum may be saved. The therapeutic use 
of antitoxin has undergone little change. The 
Roentgen-ray treatment of carriers has met with 
considerable success in the hands of Kahn. 

Our present knowledge of measles is still 
small, since it is still a disease of unknown or 
disputed etiology. The more likely etiological 
agents, according to Robinson’s analysis of vari- 
ous investigations, are a filterable invisible 
virus, a spirochaete, a bacillus and certain coc- 
eus forms. Convalescent human serum has 
proven to be an effective preventive, but its use 
is naturally limited largely to the control of ep1- 
demies in institutions. Therapeutically no ad- 
vance has been made, and it is unlikely that any 
startling progress will be made until the causa- 
tive agent has been definitely established. The 
recent work of Tunnicliff and White, reported 
in the JourNAL, show that progress is being 
made along this line. 

Scarlet fever, due probably to a hemolytic 
streptococcus, has, of course, furnished the field 
in which the greatest advances have been made 
in the last few years. The Schultz-Charlton 
blanch test and the value of convalescent serum 
have been known for almost ten years; more 
recent has been the discovery of the probable 
causative agent by the Dicks and by Dochez, 
the way having been paved years before by 
Moser, Marmorek and others. Effective thera- 
peutic serum has been made by the Dicks, using 
a toxin, and by Dochez, using cultures of the 
organism, and serum is now made by a combi- 
nation of these methods. The Dick test, valu- 
able as it is, is not yet thoroughly reliable, and 
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the Dick method of active immunization with 
toxin has not yet reached a state of perfection 
where W. H. Park believes that it should be 
used on a wholesale basis in groups whose ex- 
posure to scarlet fever will be no greater than 
that of the general population. He does advise 
it for those whose exposure is more or less likely, 
such as nurses in contagious disease hospitals, 
or children in an institution where the disease 
had broken out. 


STATE SOCIETY DUES 


From time to time State Medical Societies 
have occasion to consider the necessity or wis- 
dom of increasing or reducing their annual dues. 

The importance of this subject is in direct re- 
lation to a conception of the functions of such 
organizations. Some members feel that the So- 
ciety provides opportunities for public service in 
the general education of the people and dissem- 
ination of specific information relative to pub- 
lic health matters before officials to whom may 
be intrusted important administrative or legis- 
lative functions. 

In these more or less general and impersonal 
ways every member contributes to the standing 
and influence of the Society; others seem to 
think that a Society is organized for the pur- 
pose of bringing to the members information 
which will enhance efficiency and bring about 
greater earning capacity. At this present time 
certain groups are urging the necessity of some 
form of unionizing the profession for protec- 
tion against competition from irregulars, inter- 
ference by restrictive laws, or the service ren- 
dered by charitable organizations. All of these 
groups have more or less logic in their beliefs 
and arguments. 

Medical Societies however have to plan their 
activities aside from routine business within the 
resources of income, and when the dues do not 
provide for reasonable expenditure, it is reason- 
able to consider the advisability of asking for 
larger income through dues. There are indica- 
tions of the need of more money if our Society 
is to assume new functions, provide larger quar- 
ters as have been suggested at times, or spend 
as much for annual meetings as was done this 
year. 

The suggestion of an increase in the per cap- 
ita assessment will undoubtedly create some op: 
position. Some members have felt that the dues 
are large enough, and there are various opinions 
about the necessity of larger quarters and an 
executive officer who can represent the Society 
on various oceasions. Several states have adopt- 
ed the plan of an official of this type, notably 
Illinois and Kentucky and are committed to this 
policy. 

An addition of two dollars per capita per 
year would add about eight thousand dollars to 
our income, and would be adequate for all the 


purposes suggested. In this connection it may 
be of interest to report the amount of the an- 
nual assessment in other states, and in order to 
know the general custom, the Journay has sent 
a letter to the officers of all the State Societies. 
The answers appear below: 


$20.00 per year $5.00 per year 


District of Columbia Colorado 
Delaware 
nsas 
Minnesota Kentucky 
10.00 per year Montana 
Florida North Dakota 
ichi 
New South Dakota 
Rhode Island Utah 
Texas Virginia 
West Virginia 
Wisconsin 4.00 per year 
Connecticut 
8.00 per year Lopisiana 
Illinois Maine 
Missouri New Hampshire 
Nebraska Oklahoma 
Tennessee 
7.00 per year 
Indiana 3.00 per year 
Nevada Alabama 
Arkansas 
6.00 per year Mississippi 
Idaho North Carolina 


The amount of the assessment levied by the 
Massachusetts Medical Society is at present 
eight dollars but is really less so far as the actual 
revenue is concerned because of our custom of 
rebating a proportion of the amount received to 
the District Societies. The average amount per 
member returned to the District Societies for 
1926 and 1927 is $1.23-+- which makes the actual 
tax less than seven dollars so far as the Society 
is benefited. With the growth of the Society 
and the lower purchasing power of the dollar, 
it may be worth while to increase our dues if 
the Society comes to feel that more money can 
be spent to advantage. 

This matter should be given careful considera- 
tion. There are many interesting questions in- 
volved. 


THE CHIROPRACTIC MENACE IN OHIO 


OuIO now licenses fourteen varieties of so- 
called medical cults under the Platt Ellis Lim- 
ited pratice law of 1915. 

The chiropractors have never been satisfied 
with that law which recognizes the non medical 
cults as ‘‘limited practitioners.’? They cannot 
sign birth and death certificates, treat venereal 
affections and contagious diseases, nor perform 
obstetrics. 

After having their bill defeated in the legis- 
lature the chiropractors hope to pass the contest 
on to the people by a referendum. If the legal 
provisions for an appeal to the voters through- 
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out the state shall have been found to have been 
met, the initiative and referendum will be voted 
on November 8th, 1927. Already a large num- 
ber of signatures of the part petitions have been 
rejected and a re-check may be demanded. 

The effort of the chiropractors seems to be 
based on the expectation that the larger body 
of voters may not have the same degree of in- 
telligence as that demonstrated by the legisla- 
tors. 

The chiropractors want equal legal rights 
with physicians except that they may not use 
drugs or perform major surgical operations, 
with authority to sign birth and death certi- 
ficates, to practice in hospitals and state in- 
stitutions, serve on health boards, and take care 
of injured workmen under the compensation 
law. If the proposed measure is accepted they 
could pose as experts in the courts. 

There are now about four hundred licensed 
chiropractors in Ohio. They are aggressive and 
organized. If they succeed in this attempt to 
gain equal opportunities in dealing with all 
forms of illness except by the use of drugs and 
major surgical operations the other cults will de- 
mand the same recognition and QOhio’s public 
health administration will be seriously inhibited. 

How can a person contribute loyal support 
to the administration of health regulations when 
he denies the facts pertaining to the causes and 
modes of transmission of some of the most se- 
rious diseases ? 

We hope that Ohio will be able to defend her 
people in the presence of this threatened inva- 
sion. 

As one feature of the campaign to gain fur- 
ther recognition through a referendum in Ohio a 
representative of the chiropractors has filed affi- 
davits for the arrest of the officers of the Putnam 
County Medical Society. His warrant alleges 
that a circular was sent out designed to adverse- 
ly affect chiropractors. 

One county medical society is planning for an 
educational fund which will be raised by an as- 
sessment of ten dollars per member. 

Ohio is a storm center at the present time so 
far as these conflicting movements are concerned. 
This situation illustrates the unwisdom of en- 
dorsement of a cult per se. A single standard 
of fitness to practice medicine is more logical. 


THIS WEEK’S ISSUE 


Contains articles by the following named 
authors: 


Stone, James S. A.M., M.D. Harvard Medi- 
eal School 1894, F.A.C.S., Surgeon Boston Chil- 
dren’s Hospital, Instructor in Surgery at Har- 
vard Medical School. His subject is: ‘‘Joint 
and Bone Infection in Children.’’ Page 507. 
Address: 286 Marlboro St., Boston. 


Lioyp, Henry D. A.B., M.D. Harvard Medi- 
€al School 1904, Assistant Professor of Syphilol- 


ogy at Harvard Medical School, Chief of the 
Syphilis Dept. of the Massachusetts General 
Hospital and Consulting Physician to the 
Massachusetts Eye & Ear Infirmary. His sub- 
ject is: ‘*Some Unusual Cases of Luetic Menin- 
gitis.’’ Page 510. Address: 479 Commonwealth 
Ave., Boston. 


Cannon, W. B. A.B., A.M., Se.D., M.D. Har- 
vard Medical School 1900, Professor of Physio- 
logy at the Harvard Medical School. Address: 
Harvard Medical School, Boston. Associated 
with him is: 

Lewis, Joun T. A.B., M.D. University of 
Buenos Aires 1920, Medical Fellow of the Rocke- 
feller Foundation at the Harvard Dept. of 
Physiology 1925-26. Address: Buenos Aires, 
Argentina, S. A., and 

Britton, S. W. M.D. McGill University 1924, 
National Research Fellow in Medicine at tle 
Harvard Dept. of Physiology 1924-26, Associate 
in Physiology, Johns Hopkins Medical School 
1927-28. Their subject is: ‘‘The Dispensability 
of the Sympathetic Division of the Autonomic 
Nervous System.’’ Page 514., Address: Johns 
Hopkins Medical School, Baltimore, Md. 


HaywarpD, Epna M. Graduate of New Eng- 
land Baptist Hospital, Post-graduate Boston 
Lying-in Hospital, Head Nurse, New England 
Baptist Hospital, Formerly Supt. of Nurses at 
the Boston Lying-in Hospital, now Supt. Wes- 
son Maternity Hospital, Springfield. Address: 
Wesson Maternity Hospital, Springfield, Mass. 
Associated with her is: 

Mowsray, Louise. Graduate of Massachusetts 
General Hospital, Formerly Night Supt. Boston 
Lying-in Hospital, now Supervisor of Operating 
and Delivery Rooms at the Wesson Maternity 
Hospital. They write on: ‘‘Interesting Com- 
parisons in Feeding Schedule for Full-term New- 
Born Infants.’? Page 515. Address: Wesson 
Maternity Hospital, Springfield, Mass. 


Hawes, Joun B., 2np. M.D. Harvard Medi- 
eal School 1903, President of the Boston Tuber- 
culosis Assn., Formerly Consultant in Diseases 
of the Chest of the New England District U. 8. 
Veterans’ Bureau, Secretary of the Division of 
Tuberculosis State Dept. of Health. Address: 
11 Marlboro St., Boston. Associated with him 


is: 

Strong, Moses J. M.D. Tufts College Medi- 
eal School 1921, Examiner Division of Tuber- 
culosis of the Boston Health Department, As- 
sistant in Medicine at Boston University Medi- 
eal School, Visiting Physician Massachusetts 
Homeopathic Hospital Out-Patient Department, 
Chest Clinic, Formerly on the Staff of Massa- 
chusetts State Infirmary, Tuberculosis Depart- 
ment, Rutland State Sanatorium and Westfield 
State Sanatorium. They write on: ‘‘ Progress in 
Tuberculosis.’? Page 516. Address: 636 Bea- 


con St., Boston. 
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MISCELLANY 


A COURSE OF FIFTEEN LECTURES ON 
UNDERSTANDING THE CHILD AND HIS 
NEEDS 


A PRACTICAL course on the mental health of 
children will be given in Boston University 
School of Education by eminent experts on child 
health under the direction of J. Mace Andress, 
Ph.D., Lecturer on Health Education, Boston 
University and Boston School of Physical Edu- 
cation, and with the codperation and endorse- 
ment of the Massachusetts Society for Mental 
Hygiene. 

The lectures are to be given on successive 
Tuesday evenings, at eight o'clock, at Boston 
University, 688 Boylston Street, Boston, begin- 
ning September 27, 1927. 

Since the lectures are by busy men and women 
in professional life, a change in the scheduled 
order: of the lectures is sometimes, although 
rarel¥, necessary. 

The course is of practical value to teachers, 
parents, ministers, social workers, and to all who 
are responsible for the training of children. Dis- 
cussion follows each lecture so that an unusual 
opportunity is offered those who wish help in 
solving practical child problems. 

Credit of one point is given toward the degree 
of. Bachelor of Science in Edueation in the 
School of Education. 

The general fee for a transferable course 
ticket is $10.00. Those enrolling in the course 
for credit must attend at least thirteen lectures 
and meet the other requirements announced by 
the Director of the course. , 

Single admission tickets are sold at $1.00 each. 


INDERSTANDING THE AND His 


September 27. ‘‘Understanding the Child’s 
Mind,”’ by J. Mace Andress, Ph.D., Lecturer on 
Health Education, Boston University and Boston 
School of Physical Edueation. 

October 4. ‘‘Understanding the Pre-School 
Child.’’ by Douglas A. Thom, M.D., Director of 
Health Clinies, Boston Community Health Asso- 
ciation; Director of State Division of Mental 
Hygiene. 

October 11. ‘*‘Mental Health in the Home,”’ 
by Ethel Puffer Howes, Director, Institute for 
the Codrdination of Women’s Interests, Smith 
College. 

October 18. ‘‘The Role of Endoecrines in the 
Child’s Emotions,’’ by Karl M. Bowman, M.D., 
Chief Medical Officer, Boston Psychopathic Hos- 
pital. 

October 25. ‘‘Understanding the Backward 
Child,’’ by Ransom A. Greene, M.D., Superin- 
tendent, Walter E. Fernald State School, Waver- 
ley, Mass. 


November 1. ‘‘The Adult’s Struggle for Ad- 


justment,’’ by Abraham Myerson, M.D., Profes- 
sor of Neurology, Tufts Medical School. 

November 8. ‘‘The Adolescent’s Struggle for 
Adjustment,’’ by Augusta F. Bronner, Ph.D., 
Judge Baker Foundation, Boston. 

November 15. ‘‘The College Student’s Strug- 
gle for Adjustment,’’ by Arthur H. Ruggles, 
Professor of Mental Hygiene, Yale University. 

November 22. ‘‘Understanding the Intelli- 


gence of Children,’’ by Arthur H. Kallom, De- 


partment of Investigation and Measurement, 
Boston Publie Schols. 

November 29. ‘‘The Psychology of Punish- 
ment,’’ by Abraham Myerson, M.D., Professor 
of Neurology, Tufts Medical School. 

December 6. ‘‘Special Abilities and Disabili- 
ties,’’ by Augusta F. Bronner, Ph.D., Judge 
Baker Foundation, Boston. 

December 13. ‘Guidance for Voeations,’’ by 
John M. Brewer, Ph.D., Director, Bureau of Vo- 
cational Guidance, Graduate School of Eduea- 
tion, Harvard University. 

December 20. ‘‘Mental Health in Industry,’ 
by Henry B. Elkind, M.D., Medical Director, 
Massachusetts Society for Mental Hygiene. 

January 5. ‘‘Understanding the Delinquent 
Child,’”’ by William Healy, M.D., Judge Baker 
Ioundation, Boston. 

January 10. ‘‘The Child’s Right to Be Un- 
derstood,’’ by J. Mace Andress, Ph.D., Lecturer 
on Health Education, Boston University and 
Boston School of Physical Edueation. 


NotE—This course will be followed in the see- 
ond semester by another on the Physical Life of 
the Child, presenting the most recent eontribu- 
tions to our knowledge in this field of investiga- 
tion. 


TWO PSYCHIATRIC FELLOWSHIPS 
OPEN 


THE National Committee for Mental Hygiene 
announces that two fellowships for training in 
extramural psychiatry at the Institute for Child 
Guidance in New York City are available for 
properly qualified candidates. 

These fellowships have been created by the 
Commonwealth Fund to provide special training 
for physicians who have had hospital experience 
in psychiatry, but who wish to prepare them- 
selves for community work in the fields of child 
guidance, delinquency, education and depend- 
eney. 

The fellowships are open to physicians who 
are (1) under 35 years of age, (2) graduates of 
Class ‘‘A’’ medical schools, and (3) who have 
had at least one year of training in a hospital 
for mental disease maintaining satisfactory 
standards of clinical work and instruction. 

Inquiries and applications should be addressed 
to Dr. Frankwood E. Williams, Medical Di- 
rector, The National Committee for Mental Hy- 
giene, Inc., 370 Seventh Avenue, New York City. 
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MIDDLESEX MEDICAL COLLEGE BUYS 
WALTHAM SITE FOR CAMPUS 


PresipENT Horatio 8. Carp, in his opening 
address at an informal assembly of the Middlesex 
College of Medicine and Surgery, told the stu- 
dent body of the purchase by the school of a 
ninety-three acre tract in Waltham from the 
Middlesex County Commissioners for the erec- 
tion of a campus group of buildings. Dr. Card 
described the trustees’ orders to the architects 
as ineluding plans for expansion of the new 
building group into ‘‘as beautiful a college 
campus as in all New England.’’ 

The recently avquired tract, known as the Old 
Baker Sanitarium estate, already has five build- 
ings readily transferable into the nucleus of the 
proposed group. 

The new campus has a frontage of more than 
half a mile on South Street, Waltham. It is a 
short distance in back of Norumbega Park and 
about a mile from Commonwealth Avenue. On 
one of the elevations Dr. Baker had laid the 
foundations for the major building of his group. 
This foundation wall is in such excellent condi- 
tion that it may be utilized for the first of the 
cormitories to be erected for Middlesex. 

This acquisition by Middlesex, President Card 
stated, is the beginning of the realization of 
plans of the trustees formulated ten years ago. 
The program under which the proposed expan- 
sion will be developed calls for the renovation of 
the different buildings on the estate as their 
leases expire. 

The college will resume classes next Monday 
with the largest matriculation in its history. 
The initial premedical department registration 
of ninety-three will be increased to more than 
one hundred before the end of the registration 
period and will bring the total student body to 
350 men and women from twenty-two Eastern 
— and Provinees of Canada.—Boston Tran- 
script. 


DIPHTHERIA, SCARLET FEVER AND IN- 
FANTILE PARALYSIS IS INCREASED 
OVER LAST YEAR 


Fewer Instances oF TypHomp FEVER AND 
MEASLES NoTED IN WEEK ENDED Avcust 27 


Reports received by the United States Public 
Health Service for the week ended August 27 of 
this year show, as compared with the correspond- 
ing week of 1926, that increases have oceurred 
in the prevalence of infantile paralysis, diph- 
theria and scarlet fever, the Public Health Serv- 
ice has just announced, in its weekly review on 
the prevalence of communicable diseases. 

There were 333 cases of infantile paralysis, 
according to the tabulation, in 41 States for the 
1927 week, whereas for the corresponding week 
of 1926 there were only 128 cases. It was stated 
orally at the Public Health Service that this dis- 
ease has been unusually prevalent in some sec- 
tions of the country this year—U. 8. Daily. 


RESEARCH IN MEDICAL PRACTICE 


RATHER more than a year ago the Ministry of 
Health submitted to the British Medical Associ- 
ation a scheme for codperative research by panel 
doctors. This scheme has now been considered 
by the Insurance Acts Committee of the associa- 
tion in consultation with representatives of the 
Ministry in Health, and certain conclusions have 
been arrived at which are likely to exercise an 
important influence on the future of research 
work in general practice. Research work by 
general practitioners, it is felt, should not be re- 
stricted either to panel doctors or to panel pa- 
tients, but should -be open to all medical men 
who may desire to undertake it. It should be 
voluntary and it should be unpaid. Moreover, 
the subject or subjects ‘‘should be capable of 
being dealt with by the individual practitioner 
in a simple manner.’’ This last recommenda- 
tion is likely to meet with the approval of all who 
understand the difficulties attending any re- 
search work in. general practice ; it 1s, moreover, 
justified fully by the nature of the information 
of which the profession stands at present in 
need. The late Sir James Mackenzie, who was 
the first man in this country to recognize the 
necessity of continuous research work in general 
practice, emphasized again and again the fact 
that knowledge is still lacking about the most 
simple of human ailments. He was wont, for 
example, to insist that the nature of pain and 
the mechanism of its production are unknown, 
and to ask how, in these circumstances, physi- 
cians could hope to deal successfully with this 
commonplace symptom. His challenge still 
stands; but the new proposals suggest that it is 
about to be taken up in the spirit in which it was 
delivered. 

The British Medical Association takes the view 
that the organization of the investigations to be 
carried out should be entrusted to itself, and 
proposes to make use of its machinery of divi- 
sions and branches to facilitate the work. There 
ean be no reasonable objection to that plan pro- 
vided that care is exercised to prevent research 
work being reduced to the level of a mere ques- 
tionnaire. True research, as Sir Ronald Ross 
has so often pointed out, springs from the spirit 
of curiosity and the spirit of wonder and is, con- 
sequently, difficult to organize. Research work- 
ers are born, not appointed. Thus it may be 
hoped that there is room in the new scheme for 
the encouragement and assistance of individuals 
or groups of individuals who have, in the vast 
field of general practice, begun to cultivate plots 
of their own. Such workers have, in all periods, 
been the real architects of progress. They sub- 
mit, as a rule impatiently, to the restrictions of 
‘*inquiries’’ which are addressed to them by 
others, but they possess always great funds of 
patience and of self-denial for use in their chosen 
labors. To discover such workers and to help 
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them is a task of no little difficulty and delicacy, 
but it is a task well worth carrying out. There 
is room, indeed, in any liberal scheme of medical 
research for the individual as well as for the 
group or team. Information which can be ob- 
tained in the form of answers to set questions 
ranks by common consent lower in point of value 
than that kind of knowledge which inspiration 
and devotion are able to win.—The London 
Times. 


RABIES IN HUMANS 
Durine the ten year period 1915 to 1924 in- 
elusive, 530 people in the United States registra- 
tion area died of rabies. Only three of these 
deaths occurred in Connecticut. No death from 
this cause has been reported in Connecticut since 


1917. The following table gives deaths from 


monthly issue of the publication seldom exceeds 
40 pages, in order to secure the information 
trained abstracters read 450 American, British 
and colonial, and foreign language journals. 

The purpose of this publication is to make 
available to the medical profession current 
venereal disease findings and opinions. The ab- 
stracts are brief but to the point so that physi- 
cians can obtain a clear idea of the progress 
being made everywhere in the subject of venereal 
diseases. 

This monthly publication can be obtained at 
the subscription price of 50 cents per annum or 
5 cents per single copy, sent direct to the Super- 
intendent of Documents, Government Printing 
Office, Washington, D. C., in cash, check or 
money order (not stamps). 

Respectfully, 
H. 8. Cummine, Surgeon General. 


HuMAN DEATHS FROM RABIES 


1915 ’16 
U. S. area (excl. Hawaii) 
Connecticut 
Massachusetts 
New Jersey 
New York 
Rhode Island 


52 36 
0 0 
6 0 
3 1 
3 2 
0 0 


rabies reported in the registration area and near- 
by States since 1915. 

For the first eight months of 1927 one death 
from rabies was reported in Massachusetts, one 
in New York and four in New Jersey. No deaths 
from this cause were reported in Connecticut 
and Rhode Island. 

People contract rabies from animals, usually 
dogs. Since 1906 the Connecticut State Depart- 
ment of Health Laboratories have examined 
1,103 heads of animals for rabies, of which 547 
were positive and 541 negative. In 15 instances 
the brains were decomposed or had been injured 
in killing the animal so that satisfactory tests 
eould not be made.—Bulletin of the Connecticut 
State Department of Health. 


VENEREAL DISEASE INFORMATION 


For more than four years Venereal Disease 
Information, a monthly publication prepared 
and distributed by the U. S. Public Health Serv- 
ice, has been available to physicians generally 
throughout the United States. Venereal Dis- 
case Information is a monthly service which 


provides the busy practitioner with concise in- |. 


formation as to developments in the diagnosis, 
treatment and control of syphilis and gonorrhea. 
Periodic literature of every country is reviewed 
for the purpose of securing all relevant and im- 


portant material on this subject. While any 


18 ‘19 ‘81 ‘32 ‘24 ‘36 °36 
63 58 41 54 46 55 59 0 0 
0 0 0 0 0 0 0 0 0 

0 1 0 3 5 1 1 3 0 

3 1 1 1 1 3 4 3 7 

0 7 3 4 1 4 0 1 1 

0 0 1 4 1 0 0 0 0 


INFANTILE PARALYSIS 


THE expectation expressed several weeks ago 
that infantile paralysis had passed its peak has 
not been realized. 

The total for this year is about five hundred 
cases as compared with less than two hundred 
for the same period last year. The yearly 
average for the preceding six years has been 
two hundred and thirty. 

The board of health of Haverhill has warned 
adults to avoid public meetings as far as possible 
in order to protect the children because of the 
possibility of adults acting as carriers. The 
—e-« have been barred from public assem- 

ies. 

Dr. Scamman, Deputy Commissioner of Public 
Health, has issued advice to the public relating 
to the necessity of providing continuous medical 
care for cases of the disease and encourages ex- 
pectation of good results if efficient treatments 
are inaugurated early and maintained over a 
sufficiently extended period. 


AWARD OF THE LUCIAN HOWE MEDAL 
TO MR. PRIESTLEY SMITH 


THE American Ophthalmological Society, the 
oldest in America, at its congress in Quebec 
unanimously awarded the Lucian Howe Medal 
to Mr. Priestley Smith, and commissioned Dr. 
W. H. Wilder to present it personally. On 
August 18th Dr. Wilder visited Mr. Priestley 
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Smith at Birmingham, and gave him the beau- 
tiful gold cross. He spent some time with our 
distinguished colleague, examining his wonder- 
ful injection of the eye of the ox, and studying 
the apparatus with which Mr. Priestley Smith 
is carrying on his investigations regarding the 
circulation of the eye. The Lucian Howe Med- 
al is awarded at infrequent intervals, and has 
now been given four times. The first recip- 
jent was Dr. Kohler of Vienna, who introduced 
the use of cocaine into the surgery of the eye. 
The second was Professor Fuchs of Vienna, and 
the third Dr. Edward Jackson, editor of the 
American Journal of Ophthalmology and one of 
the most inspiring teachers in America. We 
congratulate Mr. Priestley Smith upon receiv- 
ing the greatest honour which the American 
Ophthalmological Society can bestow.—British 
Medical Journal. 


EXTRACTS FROM A SPEECH 
DONALD B. ARMSTRONG DELIVERED 
BEFORE THE MICHIGAN CONFER- 
ENCE OF SOCIAL WORK AT BATTLE 
CREEK, SEPTEMBER 16 


Tuat the medical profession itself is in part 
responsible for the growth of quackery and of 
anti-medical cults in the United States was as- 
serted by Dr. Donald B. Armstrong of the 
Metropolitan Life Insurance Company in speak- 
ing before the Michigan Conference of Social 
Work. Dr. Armstrong based his statements 
upon the thousands of letters received by in- 
surance companies and other national agencies 
from people all over the country seeking health 
advice and medical guidance. 

‘‘From this experience,’’? stated Dr. Arm- 
strong, ‘‘It is clear that the public wants pro- 
tection against quackery and fraud. Many who 
write for advice suspect that the advertised 
cures are fakes, but don’t know where to turn 
for safe and sound medical advice and treat- 
ment. 

‘‘One person writes: ‘My wife and I have 
almost made up our minds to try an advertised 
cure for diabetes. Yet we are hesitating and 
decided that you might possibly give us what 
knowledge you have of the treatment 
for diabetes.’ 

‘*A sufferer from cancer writes: ‘Am I wast. 
ing valuable time in trying to purge myself 
through the blood?’ 

‘‘Many of these people are new in their com- 
munities. They do not feel certain that they 
know the difference between a regular doctor and 
a so-called ‘doctor’ one of the many flourishing 
varieties of quackery. They may want a spe- 
cialist, or think they want one and do not know 
how to secure one. At present, in most com- 
munities, there is no responsible agency to which 
they may turn. Hence the flood of more or less 
futile inquiries to national offices.’’ 


Dr. Armstrong pointed out that the people 
throughout the country not only want to be pro- 
tected against quackery, but they are willing to 
accept and actively desire direction to safe and 
helpful medical and health services and facili- 
ties. In seeking reliable services, however, many 
go wrong and get into blind alleys, through 
lack of guidance. They are so often fooled by 
quackery in the guise of medicine that they fre- 
quently lose faith in the medical profession as 
a whole. 

‘“To an increasing extent also,’? Dr. Arm- 
strong added, “‘The people want positive health 
guidance. Health Departments and other agen- 
cies have told them to see the doctor regularly 
in order that he may help them keep well. They 
have been told to go to the doctor for a thor- 
ough medical and health examination once a 
year. They want advice as to how to live and 
how to prevent disease. Now, the doctor has 
been primarily trained to treat the sick and he 
has hitherto not been very much interested in 
well people. Consequently an increasing num- 
ber of people who are seeking health advice 
from physicians are going away from the doc- 
tor’s office disappointed because the doctor is 
not yet prepared to give the kind of service 
that is being sought. Many doctors, instead of 
giving a thorough medical examination for 
which most people are prepared to pay a rea- 
sonable fee, are inclined to slap the patient on 
the back, tell him he is O.K., and not to worry. 
That’s ‘old stuff’ and won’t go much longer. 
It’s another reason why many of these people 
turn to so-called medical institutes run on a 
fake advertising basis.’’ 

In summarizing the situation Dr. Armstrong 
pointed out that the medical profession was in 
part responsible for the development of quack- 
ery, first, because its members were not yet 
ready to meet the increasing demand for personal 
health service. This situation could be remedied 
only by teaching more preventive medicine in 
the medical schools, the development of post- 
graduate education for doctors, carried out 
through county medical societies, ete. Further- 
more, there existed at the present time, prac- 
tically no machinery in local communities for 
giving medical guidance to those in need of it. 
To the thousands of letters which these people 
write to national agencies every year, the only 
reasonable answer is ‘‘See your doctor.’’ But 
they haven’t any particular doctor and don’t 
know how to get a real one. The Health De- 
partment and social agencies can help some of 
these people. However, many of them want to 
know where to get a thorough medical examina- 
tion, how and when to take insulin for dia- 
betes, what is a good diet for Bright’s Disease, 
how to find a reliable physician, where to get a 
skin or other specialist, etc., etc. 

Dr. Armstrong expressed the belief that to 
meet these needs there must be established in 


‘ 
| 
| 
| 
| 
J 
. beg 
» 


536 


EDITORIAL DEPARTMENT 


Boston M. & S. Journal 
September 29, 1927 


most communities, a Medical Guidance Bureau 
where its citizens could secure the help needed. 
If such a bureau were to be run under un- 
prejudiced medical auspices, with the codpera- 
tion of the Health Department and social agen- 
cies, and were to be properly advertised in the 
community, it would perform a most valuable 
service. It would combat the development of 


quack medicine; it would direct individuals to 
sound medical service; it would stimulate doc- 
tors to meet the demands for health advice on 
the part of the people; it would increase the 
work of the medical profession, and would open 
up to that profession, the great and growing 


field of private practice of preventive medicine. 
—Metropolitan Information Service. 


DEPARTMENT OF COMMERCE 
WASHINGTON 


NEW HAMPSHIRE MORTALITY STATISTICS; 1926 


Washington, D. C.,September 7, 1927. = The Department of Commerce announces that 
the 1926 death rate for New Hampshire was 1,476 per 1,000 population as compared with 


1,452 in 1925. 


This increase in 1926 is accounted for by inoreases in the death rates 


from pneumonia, all forms (from 102 to 124), diseases of the heart (from 252 to 271), 
nephritis (from 103 to 115), influenza (from 50 to 57), and measles (from 2 to 9), 

Decreases in 1925 are shown in death rates from cancer (from 148 in 1925 to 133 
per 100,000 population) and automobile accidents (from 19 to 15), 


Deaths in New !‘ampshire 
@ per > 
Cause of death Number estimated population 
1926 1925 1926 1925 
All causes 1/ 6,703 6,663 1,476.4 1,452.0 
Typhoid and paratyphoid fever 11 15 204 5635 
Malaria - ~ - - 
Measles 39 9 8.6 2.0 
Scarlet fever 30 15 6.6 5e3d 
Whooping cough 36 28 7.9 6.2 
Diphtheria 13 30 4.0 6.6 
Influenza 260 227 57.3 50.2 
Dysentery 2 1 0.4 002 
Erysipelas 17 12 3.7 2.7 
‘Lethargic encephalitis 5 2 1.1 0.4 
Meningococcus meningitis 9 6 2.0 1.3 
Tuberoulosis (all forms) 319 297 7003 657 
Of the respiratory system 254 237 55.9 52.4 
Of the meninges, central 
nervous system 20 22 4.4 4.9 
Other forms 45 38 9.9 8.4 
Syphilis 2/ 45 38 9.9 8.4 
Cancer and other malignant tumors 605 669 133.3 148.0 
Rheumatism 25 31 5.5 6.9 
Pellagra 1 - 0.2 - 
Diabetes nellitus 115 97 25.3 21.5 
Meningitis (nonepidemic) 27 25 5.9 5.5 
Cerebral hemorrhage and softening 689 747 151,8 165.3 
Paralysis without specified cause 33 15 7.5 505 
Diseases of the heart 1,230 1,138 270.9 251.8 
Diseases of the arteries, atheroma, 
aneurysm, eto. 284 240 62.6 53,1 
Bronchitis 78 71 17.2 15.7 
Pneumonia (all forms) 561 462 123.6 102.2 
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Deaths in New Hampshire 


NOTRB: 
plate. They 


Number Rate per 100,000 
Cause of death estimated population 
1926 1925 1926 1925 
Respiratory diseases other than 
bronchitis and pneumonia(all forms) 41 9,0 9.7 
Diarrhea and enteritis (total) 82 121 18,1 26.8 
Diarrhea and enteritis 
(under 2 years) 63 93 13.9 20.6 
Diarrhea and enteritis 
(2 years and over) 19 28 42 6.2 
Appendicitis and typhlitis 56 59 12.5 13.1 
Hernia, intestinal obstruction 57 50 12.6 11,1 
Cirrhosis of the liver 42 50 9.5 6.6 
Puerperal septicemia 16 26 3.5 5.8 
Puerperal causes other than 
puerperal septicemia 50 41 11,0 9.1 
Gongential malformations and 
diseases of early infancy 371 405 81.7 89,6 
Suicide 59 56 13.0 12.4 
Homidice 4 6 0.9 1.3 
Accidental and unspecified external 
causes (total) 324 380 71,4 84,1 
Burns (conflagration excepted) 21 27 4.6 6,0 
Accidental drowning 48 40 10,6 8,8 
Accidental shooting 7 12 1.5 2.7 
Accidental falls 86 84 - 18.9 18.6 
Mine accidents - - - - 
Machinery accidents 8 8 1.8 1.8 
Railroad accidents 16 28 325 662 
Collision with automobile 4 5 0.9 1.1 
Other railroad accidents 12 235 2.6 5.1 
Streetecar accidents 1 2 0.2 0.4 
Collision with automobile 1 1 - 0.2 
Other streetecar acoidents - 1 - 0.2 
_Automobile accidents (excluding 
collision with railroad and 
street-cars) 68 87 15,0 19.2 
Injuries by vehicles other than 
railroad cars, street-cars, and 
automobiles 3 8 9 1,8 2.0 
Excessive heat (burns excepted) - 6 - (1.3 
. Other external causes . 61 77 13.4 17.0 
All other defined causes 597 668 131.5 147,8 
Unknown or illedefined causes 43 38 9.5 8.4 


1/ Exclusive of stillbirths, 


Includes tabes dorsalis (locomotor ataxia) and general peralysis of the insane, 
¥/ Includes airplane, ballon, and motorcycle accidents, 


snould read: 


The following words are misspelled in the above plate and time did not permit their correction in the original 
Congenital, Homicide, paralysis and balloon. 


DEPARTMENT OF COMMERCE, 
WASHINGTON 


Census or INnstituTIONS: 1926 


Institutions for Feeble-Minded and Epileptics— 


36 States Preliminary Report 


Wasuineton, D. C., September 14, 1927.— 
The Department of Commerce makes the follow- 
ing preliminary announcement of the results of 
the census of state and federal institutions for 


feeble-minded and epilepties for 1926. 


Complete returns have been received from 36 
states, covering 60 institutions out of a total of 
75 state institutions for feeble-minded and epil- 
eptics which were in operation in 1926. These 
60 institutions had a total of 7,203 first admis- 
sions during the year 1926, as compared with 
6,633 in 1922, or an increase of 8.6 per cent. 
These first admissions represent patients re- 
ceived during the year, who had not previously 
been under treatment in any institution for 
feeble-minded and epileptics. 

For the 36 states represented, there were 7.5 
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first admissions per 100,000 of the general pop- 
ulation, as compared with 7.4 first admissions 
per 100,000 in 1922. In other words the num- 
ber of first admissions has increased only a little 
more rapidly than the general population. 

In comparing the figures for first admissions 
in individual states, which are given on Tables 
2 and 3, it should be noted that the number of 
admissions for a given state is affected, not only 
by the number of feeble-minded and epileptic 
persons in the state, but also by such factors as 
the capacity of the institutions in the state and 
the effectiveness of the local machinery for 
bringing mental defectives under the care of the 
institutions. Where a state shows a large in- 
crease in the number of first admissions, or in 
the number under care at a given time, the in- 
crease usually represents an expansion of the 
capacity or facilities of the institutions. 

The extent to which provision has been made 
for the institutional care of feeble-minded and 
epileptices is perhaps best indicated by the num- 
ber of patients in the institutions on a given 
date. In the 36 states covered by this statement 
the number of feeble-minded and epileptic pa- 
tients under institutional care shows a steady in- 
crease, as indicated by the figures for the dates 
at the beginning and the end of the two most re- 
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cent years for which data are available, which 
are as follows: January 1, 1922, 39,596; Janu- 
ary 1, 1928, 42,164; January 1, 1926, 49,788; 
and January 1, 1927, 52,043. The number of 
such patients under care per 100,000 of the gen- 
eral population increased from 47.0 on Janu- 
ary 1, 1923, to 54.7 on January 1, 1927. For 
the most part the figures for the individual 
states show similar increases. 


Both the number of first admissions to institu- 
tions for feeble-minded and epileptics and the 
number of patients present in the institutions 
are shown for the 36 states separately in the 
tables. The figures are based on reports fur- 
nished to the Bureau of the Census by the in- 
stitutions, through the codperation of the state 
agencies in charge of such institutions. The 
figures for 1926 are preliminary and subject to 
correction. 


Similar preliminary statements covering state 
hospitals for mental disease (‘‘insane hospi- 
tals’’) and state penal institutions will be issued 
shortly. Upon the completion of the canvass 
final statements will be issued covering all in- 
stitutions in each of the three classes., 

The statistics for the New England States are 
as follows: 


Patients in State Institutions for Feebleeminded and Epileptics on January 1. 


: Wumber per 100,000 of 
Division and Jan. 1 Jan. l, Jan. 1, | Jan. 1, eneral population 
state 1927 | 1926 1923 1922 
Total = 6 states 7,480 7,241 6,033 5,824 77.5 65.9 
New land: 
si 669 640 467 377 84.6 60,0 
New Hampshireee. 425 406 393 388 93.6 87.7 
Vermontesccocccce 234 236 179 126 66.4 50.8 
Massachusetts... 5,092 4,987 4,062 4,022 120.7 101.1 
Rhode Island.... 426 388 377 371 60.9 58.3 
Connecticut..cee 634 584 555 540 39.1 37.5 


First Admissions to State Institutions for Feeble=minded and Epiliptics 


Division and Number of First Admissions During the Year 
State Institue 

tions; Yr per ° 

1926 1926 1922 eneral population 
Total = 6 states 10 795 756 8.9 9.6 

New England; 

1 71 104 9.0 13,4 
New Hampshires.eee 1 50 38 11.0 8.5 
1 22 55 6e2 15.6 
Massachusetts. ee 500 483 11.9 12.1 
Rhode Tslandecccocccce 1 72 36 10.4 5.6 
ee 1 80 39 5.0 207 
Note: Epileptics is misspelled in the above plate and time did not permit its correction, 
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“Average for two years. Made reportable January 1, 192. 
Remarks: No cases of cholera, Asiatic, glanders, plague, rabies in 
humans and yellow fever during the past seven years, 


Volume 197 | EDITORIAL DEPARTMENT 
Number 13 539 
DISEASE INCIDENCE IN CONNECTICUT 
WEEK ENDING SEPTEMBER 3 
DISEASE 
1927 1926 
2, 
Anthrax - _ - - - - ~ - - 
Cerebrospinal Meningitis 1 - - - 1 - l - 1 
Chickenpox 15 10 2 ll 3 5 5 3 2 
Conjunctivitis infec, - - - - - - - 3 - 
Diphtheria 35 15 19 8 30 14 8 610 9 
Dysentery, Bacillary - - ~ l 2 - - - 
Encephalitis, Epidemic 2 1 - 1 - - - l - 
Favus - - - - Se - - - - 
German Measles - - 1 ee - 1 3 2 1 
Hookworm Infection - - - - - - 
Influenza - - 2 - l 
Leprosy - - - - ~ - - - - 
Malaria 2 - - 2 l - 1 - 1 
Meesles 6 6 ll 4 13 15 i3—ssi10 9 
Mumps 1 3 6 2 2 4 2 l l 
Paratyphoid Fever 2 - l - - - 2 - 1 
Pneumonia (Broncho) * 6 1 6 17 8* 15 5 6 7 
Pneumonia (Lobar) 5 12 5 15 3 eee 6 
Poliomyelitis 8 17 12 19 4 1 l l l 
Scarlet Fever 8 13 8 3 16 14 1¢ 8 13 
Septic Sore Throat - 2 - > 30 24 18 
Smallpox. - - - - 
Tetams - 1 l l - - 2 - - 
Trachoma - - - we 
Tuberculosis (pulmonary) 24 25 14 17 © 
Tuberculosis (o,f,.) 2 2 l 4 2 6 l a4 2 
Typhoid Fever 3 5 2 3 14 13 4 4 8 
Typhus Fever - - - - - - - - - 
Whooping Cough 28 7% 32 48 37 2 36 
Syphilis 24 64 40 58 19 12 20 19 32 
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DISEASE INCIDENCE IN CONNECTICUT 
WEEK ENDING SEPTEMBER 10 


1927 1926 
“8 
® B Beer & 
3 © © 
Cerebrospinal lLienin. - - - ~ - 1 = 1 2 
Chickenpox 10 2 11 8 3 5 3 2 2 
Diphtheria 15 19 8 22 25 8 10 9 8 
Dysentery, Amoebic - - - - - ~ - - - 
Dysentery, Bacillary > = 1 - - = - om 1 
Encephalities, Epidemic 1 - 1 - - = 1. - 2 
Favus - - - - 
German Measles - 1 1 - - 3 2 1 1 
Influenza 1 1 2 - 1 2 = 1 - 
Malaria - - 2 - - 1 - 1 o 
Measles 6 11 4 8 6 13 10 9 6 
Mumps 3 6 2 6 3 1 1 1 , 
Paratyphoid Fever - 1 - 1 - 2 - 1 1 
Pneumonia (broncho)#* 1 6 17 7 7* 5 S 7 4 
Pneumonia (Lobar) 12 7 § 10 6 11 2° 6 10 
Poliomyelitis 19 3 1 1 1 3 
Scerlet Fever 13 8 3 13 20 14 8 13 19 
Septic Sore Throat - 2 - 3 - 30 24 18 1 
Sme 1 1lpox = - = - - - 
Tetanus 1 1 - 2 - 
Trachoma - - - 1 - - 
Trichinosis - - - 2 - o 
Tuberculosis (pul. ) 2 14 17 2 29 
Tuberculosis (o,f. ) 2 1 4 6 1 1 - 2 - 
Typhoid Fever 5 2 ees 15 4 4 8 9 
Typhus Fever = = - - - - - - - 
Whooping Couysh 28 74 32 44 50 25 21 36 23 
Gonorrhoea 34 12 41 30.018 18 18 66 10 
Syphilis 64 40 58 35 24 20 19 32 8 
*Average for two years. Made reportable January 1, 1925. Remarks: No cases of 
cholera, jsiatic, glanders, plague, rabies in humans and yellow fever during the past 
seven years, 
Nots: Encephalitis is misspelled in the above plate and time did not permit its correction. 
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of cholera, Asiatic, glanders, plague, rabies in humans and yellow fever during 


the past seven years, 


Note: Poliomyelitis is misspelled in the above plate and time did not permit its correction. 
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DISEASE INCIDENCE IN CONNECTICUT 
WEEK ENDING SEPTEMBER 17 
1926 

Actinomycosis - - - - - 
Botulism - - - - - - 
Cerebrospinal Men. - - - 1 - 2 1 
Chickenpox 2 ll 8 12 3 3 2 2 3 
Conjunctivitis, infec. - - - - - 5 - - - 
Diphtheria 19 8 22 14 28 10 9 8 § 
Dysentery, Amoebic - - - - - - - ~ - 
Dysentery, Bacillary - 1 - - - ~ - 1 - 
Encephalitis, Epid. - 1 - 1 - 1 - 2 - 
Favus = = = - = = 
German Measles 1 1 - 3 1 2 1 1 1 
Hookworm infection - - - - - - - - - 
Influenza 1 2 - 1 1 ~ 1 - 2 
Leprosy - - - - - - - ~ - 
Malaria - 2 - - 2 - 1 - 1 
Measles 11 4 3) 4 8 10 9 6 2 
Mumps 6 2 6 12 3 1 1 1 3 
Paratyphoid Fever 1 - 1 2 - ~ 1 1 = 
Pneumonia (Bronoho) 6 17 7 5 10* 6 7 i. 
Pneumonia (Lobar) 7 8 10 #14 8 2 6 100s «15 
Poliomelitis 12 19 11 19 3 1 1 3 2 
Scarlet Fever 8 3 13 16 24 8 13 19 17 
Septic Sore Throat 2 - 3 2 ~ 24 18 1 1 
Smallpox ~ - - - - - - - - 
Tetanus 1 1 - - - - 
Trachoma - - - - - - - - - 
Trichinosis ~ - 2 - - - - - - 
Tuberculosis (pul.) 14 17 340 33 29 25 33 ua: @ 
Tuberculosis (o.f.) 1 4 6 7 2 - 2 - 1 
Typhoid Fever 2 3 § 5 18 & g 9 8 
Typhus Fever - - - ~- - 
Whooping Cough 74 32. 4452 51 21 36 28 17 
Gonorrhoea 20 18 66 10 #416 
Syphilis 40 6&8 3 15 17 19 8632 8 10 

*Average for two years, Made reportable January 1, 1925. Remarks; No cases 
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OBITUARIES 


DR. THOMAS LITTLEWOOD 


Dr. THomas LitTLEwoop died suddenly from 
an attack of acute cardiac dilatation Tuesday, 
September 13th, at 7:00 P. M. 

Since the last of October, 1925, the doctor has 
not been in good health following an infection 
of one of his fingers that necessitated amputa- 
tion. During the past few weeks his health has 
been better and the sudden development of 
serious symptoms was a surprise and shock to 
all. 

The doctor was born in England on the 30th 
of September, 1880, the son of James and Eliz- 
abeth Clayton Littlewood. He came to this 
country with his parents when young. 

He attended the public schools of Grafton, 
Mass., and was graduated from the Worcester 
Academy and from the Dartmouth Medical 
School, class of 1907. After receiving his de- 
gree he went to Concord, N. H., where he served 
for a year in a hospital and later for three years 
as assistant superintendent of the Massachusetts 
State Colony at Gardner, Mass. 

He was married to Miss Florence Hills in 
Bernardston, Mass., in 1910. In 1914 came to 
Pittsfield and established a practice here. 

In 1917 volunteered for service in the Army 
Medical Corps and was commissioned first lieu- 
tenant. He was assigned along with Dr. Rob- 
ert J. Carpenter of North Adams, Dr. M. H. 
Walker, Jr., of Pittsfield and Dr. Harry J. Tate 
of Pittsfield to the Red Cross Ambulance Com- 
pany No. 13, which was being raised in Berk- 
shire County. 

On the 29th of August, 1917, he was ordered 
to active service at Camp Devens and in the 
Fall of 1917, at the organization of the 301st 
Sanitary Train, Dr. Littlewood was given com- 
mand of Ambulance Company No. 303, to which 
Dr. Tate was also assigned. 

July 9, 1918, he was ordered overseas where 
he served first with the 76th Division and later 
with the Sanitary Train, Fourth Corps, in 
France and Germany until the last of May, 
1919. 

He was discharged from the Service in the 
Summer of 1919, returned to Pittsfield and re- 
sumed his practice, in which he has been very 
successful. 

Dr. Littlewood was a member of the Massa- 
chusetts Medical Society, the Medical Staff of 
the House of Mercy Hospital, of the Berkshire 
District Medical Association and the American 
Medical Association. Since his return to Pitts- 
field he has been active in the Veterans Bureau 
as the principal medical representative in this 


district. 


Many of us will miss his friendship and 
sportsmanship. He was a valuable dias. ." 
Dr. I. 8. F. Dopp, 
Dr. M. H. Wauxer, Jr., 
Committee. 


TIMOTHY J. SHANAHAN, M.D. 


A TRIBUTE 


“Let me live in a house by the side of the road 
Where the race of men goes by— 

The men who are good and the men who are bad, 
As good and as bad as I. 

I would not sit in the scorner’s seat 
Nor hurl the cynic’s ban. 

Let me live in the house by the side of the road 
And be a friend to man.” 


TIMOTHY J. SHANAHAN died suddenly of 
heart disease May 10, 1927. Dr. Shanahan was 
born in Charlestown, December 22, 1878. He 
was educated at Boston College High School. 
He was graduated from Dartmouth College in 
1901. He received the degree of M.D. from the 
Harvard Medical School in 1905. Later he 
served as house officer at Carney Hospital. In 
1908 he was graduated from Massachusetts Eye 
and Ear Infirmary and became resident ear 
specialist. Later he took courses in London, 
Berlin, Vienna and Paris in diseases of the nose, 
throat and ear. Among the societies to which 
he belonged were the New England Oto-Laryn- 
gological Society and the American College of 
Surgeons. He was an esteemed and valued 
member of the consulting staff of the Somer- 
ville Hospital. A devoted husband, a loving 
father, he exemplified the true Christian ideal 
of home life. 

Among his colleagues he was plain ‘‘Tim”’ al- 
ways ready to give of the wealth of his medical 
knowledge to his brothers in-arms. Simple, di- 
rect, courteous, unassuming in all his dealings 
he was ever anxious to help and assist those who 
called upon him for aid. His diagnostic acu- 
men, his wonderful technique in operating made 
him preéminent in his chosen field. He gave 
without stint his professional aid to the poor 
and deserving. Any material recompense for 
his skill was secondary and not always impor- 
tant. To his fellow practitioners he was always 
charitable and kind. Of an equable tempera- 
ment—the strife and petty jealousies of men 
had no place in his life. He did not sit in the 
scorner’s seat nor did he hurl the cynic’s ban. 

To his family we present our deepest sym- 
pathy in their great bereavement. His col- 
leagues will miss his sunny smile, his genial 
disposition. More than all they will miss his 
great talents. A Divine Providence sent him 
and a Divine Providence in its inscrutable 
wisdom has taken him away. 

With the family, the friends, the colleagues of 
this Christian gentleman we will say in unison 

Requiescat in Pacem. 
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RESUME OF COMMUNICABLE DISEASES 
IN MASSACHUSETTS 


AvuoustT, 1927 


GENERAL PREVALENCE 


Disease prevalence for August was “normal.” 

More cases of poliomyelitis were reported in 
August, 1927, than in any previous August since 1916. 
More cases of lobar pneumonia were reported for the 
month than in any August since 1918, and more cases 
of influenza in any August since 1919. 

While scarlet fever is no longer epidemic, it is still 
relatively high, more cases having been reported this 
past August than in any previous August in the his- 
tory of the Department. Pulmonary tuberculosis and 
mumps were more prevalent than usual for August. 

The prevalence of diphtheria, typhoid fever, and 
chickenpox was as expected for the month. 

The reported incidence of German measles was the 
lowest of any month, in any year, since the disease 
was made reportable in 1914. The reported incidence 
of measles and whooping cough was low. Measles, 
however, is gradually returning from its low ebb to 
its expected incidence. 


Methuen, 1; New Bedford, 1; Pittsfield, 1; total, 12. 

Epidemic cerebrospinal meningitis was reported 
from Boston, 3; Newburyport, 1; Taunton, 1; total, 5. 

Malaria was reported from Boston, 1; total, 1. 

Pellagra was reported from Boston, 2; Northamp- 
ton, 1; total, 3. 

Septic sore throat was reported from Beverly, 1; 
Boston, 6; Cambridge, 1; Saugus, 1; total, 9. 

Tetanus was reported from New Bedford, 1; Stock- 
bridge, 1; total, 2. 

oe was reported from Boston, 2; Cambridge, 
1; total, 3. 


MASSACHUSETTS DEPARTMENT OF PUBLIC 
HEALTH 
George H. Bigelow, M.D., Commissioner 


COMMUNICABLE DISEASE BULLETIN No. 4 
Acute Anterior Poliomyelitis (Infantile Paralysis) 


This is the third bulletin on the geographical inci- 
dence of poliomyelitis in the State for the year to 
date. Through September 21, 1926, 169 cases were 
reported. Through September 21, this year, 493 
cases were reported. 


MONTHLY REpPoRT OF CERTAIN COMMUNICABLE DISEASES 


Cases in entire population 


Case rates per 100,000 


population 

Aug., Aug., Prosodemic Epidemic Aug., Aug., Expected 
Disease 1927 1926 index index 1927 1926 ratet 
All causes 3,064 2,976 71.8 70.6 
Anterior poliomyelitis 177 75 48* 3.7f 4.1 1.8 1.1 
Diphtheria 216 127 273* S&F 5.1 3.0 6.4 
Measles 253 203 391* .6F 5.9 4.8 9.1 
Pneumonia, lobar 133 83 72* 1.87 3.1 1.9 1.7 
Scarlet fever 349 295 280* 1.27 8.2 7.0 6.6 
Tuberculosis, pulmonary................. 410 444 287* 1.47 9.6 10.5 6.7 
Typhoid fever 69 73 61* 1.17 1.6 1.7 1.4 
Whooping cough 365 430 595* .6F 8.5 10.2 13.9 
Chickenpox 72 102 1.7 2.4 
German | 8 35 8 
Influenza 21 10 5 2 
Mumps 145 149 — —- 3.4 3.5 — 
Tuberculosis, other forms............. 70 78 1.6 1.8 


*This index is an attempt to estimate the number of cases based on the trend during the past years which can be expected 

to occur, and is for the purpose of comparison with the number of cases which actually did occur. 
tThis ratio expresses how prevalent the disease is compared with the index mentioned above; 1.0 indicates that the actual 
esser 


number of cases equals the expected number. 


A larger number means a greater prevalence, and a smaller number a 


prevalence than expected. Thus, 2.0 would indicate twice the expected number of cases, and .5 half the expected number of 
The method used to determine the indices is described in the August 18, 1927, issue of the JouRNAL. 


cases, 
tCalculated from the Prosodemic Index. 


RARE DISEASES 


Anterior poliomyelitis was reported from Agawam, 
1; Amesbury, 2; Belmont, 1; Boston, 42; Brockton, 1; 
Brookline, 1; Cambridge, 11; Canton, 2; Chelsea, 7; 
Colrain, 2; Dedham, 2; Everett, 3; Fall River, 1: 
Gardner, 1; Gloucester, 4; Haverhill, 23; Hingham, 
1; Holyoke, 3; Hull, 1; Lawrence, 11; Lexington, 1: 
Lowell, 1; Lynn, 9; Malden, 2; Medford, 3; Melrose, 
1; Methuen, 4; Newton, 4; North Attleboro, 1; Nor- 
well, 5; Plymouth, 2; Quincy, 3; Revere, 2; Rock- 
land, 1; Rockport, 1; Somerville, 3; Springfield, 3; 
Taunton, 1; West Newbury, 1; West Springfield, 1; 
Winchester, 1; Winthrop, 1; Woburn, 1; Worcester. 
4; total, 177. 


Dog-bite requiring anti-rabic treatment was report- 
ed from Boston, 5; Chelmsford, 1; Danvers, 3; Ever- 
ett, 1; Fall River, 3; Holyoke, 1; Lowell, 18; Med- 
ford, 2; Peabody, 5; Revere, 9; Salem, 7; total, 55. 

was reported from Boston, 4; Salem, 1; 
otal, 5. 

Encephalitis lethargica was reported from Adams, 

1; Boston, 4; Everett, 1; Fall River, 1; Lynn, 2; 


Total 

Jan. 1 Sept.15 for year 

through through Jan.1to 

City or Town’ Sept.14 Sept.21 Sept. 21 
Abington 1 -- 1 
Agawam 1 vo 1 
Amesbury 5 1 6 
Amherst 1 1 
Arlington 2 1 3 
Attleboro 1 = 1 
Bellingham 1 — 1 
Belmont 2 2 
Boston 89 28 117 
Bridgewater 1 1 
Brockton 2 — 2 
Brookline 2 — 2 
Burlington 1 1 
Cambridge 17 5 23 
Canton 2 — 2 
Chelmsford 2 _ 3 
Chelsea 9 1 10 
Cheshire 1 — 1 
Colerain 2 —_— 2 
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Concord 
Dedham 
Dracut 
Easton 
Everett 
Fall River 
Foxboro 
Gardner 
Georgetown 
Gloucester 
Hanover 
Hatfield 
Haverhill 
Hingham 
Holyoke 
Hull 
Lawrence 


~~ 


Lee 
Lexington 
Lowell 

Lynn 
Longmeadow 
Malden 
Marshfield 
Medford 
Melrose 
Merrimac 
Methuen 
Middleboro 
Milton 
Natick 
Needham 
New Bedford 
Newburyport 
Newton ; 
North Attleboro 
Northampton 
Northbridge 
Norwell 
Norwood 
Oxford 
Peabody 
Plymouth 
Quincy 
Randolph 
Revere 
Rockland 
Rockport 
Salem 
Shirley 
Somerville 
Springfield 
Swampscott 
Taunton 
Wakefield 
Waltham 
Wareham 
Watertown 
West Newbury 
West Springfield 
Westfield 
Westport 
Weymouth 
Winchester 
Winthrop 
Woburn 
Worcester 
Wrentham 


bo 


| 


w 
bo 


Total 100 493 

The following States, according to figures furnished 
us by the United States Public Health Service, show 
a high prevalence of the disease. The figures are 
cases reported for the year through September 10: 
California 624, Connecticut 88, New Jersey 153, New 
York (inclusive of New York City) 446, Ohio 351, 
Rhode Island 15, Texas 131. 

Through September 10, this year, Massachusetts 
reported 338 cases. 


The average case fatality rate, that is, the number 
of deaths per 100 cases reported, in Massachusetts 
based on figures for the last seventeen years, is 22.5. 

The provisional case fatality rate for the year to 
September 17 is 13. This figure is not completely 
accurate because of a definite lag in the deaths as 
reported to us. 


September 21, 1927. 


CORRESPONDENCE 
BURBANK HOSPITAL, FITCHBURG, MASS. 


BUILDING AND GROUNDS COMMITTEE 


September 21, 1927. 
Editor, Boston Medical and Surgical Journal: 

Referring to the Burbank Hospital article appear- 
ing in your issue of September 8, I wish to advise 
you as follows: 

The Tuberculosis annex has finally been retained. 
The necessary additional quarters for the Nurses’ 
Training School, which to-day numbers sixty-three, 
have been provided by taking over the Mansion 
House, so called, where Burbank Hospital had its 
beginning, and which until late August was used as 
the Superintendent’s residence. So the inceming pro- 
bation class of twenty on September 7 found a new 
pupil nurses’ home with accommodations for thirty 
and an atmosphere most unusually homelike and 
cheerful. By such rearrangement of plans, Burbank 
Hospital is again made larger with a total of two 
hundred beds and two nurses’ homes adequate for 
seventy. 


Sincerely, 
RICHARD BULLOCK. 


NOTICES 


THE CARE OF THE PATIENT 


Tue Lectures on the Care of the Patient at 
the Harvard Medical School will be given in 
Amphitheatre C at 5 P. M. See previous notice 
in the issue of September 22, Page 501. 


RECOMMENDATIONS FOR CHANGES IN 
NEW YORK CITY BOARD OF HEALTH 


THE Committee on Public Health of the New 
York Academy of Medicine suggests certain 
changes in the Board of Health. 

The especial recommendation is that the 
Board should have on its Staff a physician, a 
sanitary engineer, and an attorney, all of whom 
shall be persons of recognized standing and ex- 
perience. 

The wording of the duties of the Board as 
set forth in the report is as follows: 

‘‘The main functions of the Board of Health 
should be limited to the consideration of the 
policies of the department and the enactment of 
legislation within the scope of the Sanitary 
Code. The Commissioner, as the administrative 
head of the department, should be left unham- 
pered in his executive work. epee 

With reference to the medical inspection of 
school children, the report says that the whole 
problem of proper organization of this service 
‘has not been adequately solved, either in meth- 
od of procedure or in mode of control,’ and that 
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the committee has taken the question up with 
the educational and health authorities of the 
city. Likewise in relation to the physical train- 
ing of school children the committee finds there 
is room for improvement. 

The committee made four recommendations. 
Briefly these were: That all segregated classes 
for cardiac children be eventually discontinued 
and children needing special care be placed in 
special classes, no new classes to be organized 
pending the establishment of a permanent pol- 
icy; that all segregated classes which have no 
proper medical supervision be discontinued and 
no attempt made to reassemble them, and that 
the attention of the Department of Health be 
ealled to the prevalence of heart defects with a 
view to having emphasis placed on the heart ex- 
amination of children entering school. 

Dr. Charles L. Dana is the Chairman of the 
committee, and Dr. James Alexander Miller, 


secretary.’ 
REPORTS AND NOTICES OF 
MEETINGS 


Che Massachusetts Medical Society 


STATED MEETING OF THE COUNCIL 


A STATED meeting of the Council will be held 
in John Ware Hall, Boston Medical Library, on 
Wednesday, October 5, 1927, at twelve o’clock 
noon. 

Busmess: 

1. Report of Committee of Arrangements. 
Determine time and place of annual meet- 
ing. This year there is a conflict with 
the meeting of the American Medical As- 
sociation, which is June 11 to 15, 1928. 
Outline of arrangements. 

2. Report of Committee on Membership and 
Finance. On membership. 

3. Reports of committee to consider petitions 
for restoration to the privileges of fellow- 
ship. 

Petitions and appointment of committees 
to consider them. 

4. Appointment of Auditing Committee. 

5. Appointment of a committee to revise 
By-Laws, which were last revised in 1920. 

6. Reports of delegates to the last annual 
meetings of the medical societies of New 
England. 

7. Appointment of a delegate to the annual 
meeting of the Vermont State Medical 
Society, October 13-14, 1927. 

8. Fill vacancy in list of Councilors of Mid- 
dlesex South District caused by the death 
of H. E. Buffum. 

9. Incidental business. 

Water L. Burrace, Secretary. 
Brookline, September 28, 1927. 

Councilors are reminded to sign one of the two 

attendance books before the meeting. 


THE ANNUAL MEETING OF THE AMERI- 
CAN ACADEMY OF PHYSIOTHERAPY 


Tue Sixth Annual Meeting of the Academy 
will be held at the Hotel Tuller, Detroit, Michi- 
gan, on October 5 and 6, 1927. <A copy of the 
Program may be obtained on application to 
Byron Sprague Price, M.D., 43 E. 53rd St., 
N. Y. City. 

The Academy is an outgrowth of Army Re- 
construction Service, having been formulated by 
the group of Directors of Physictherapy in that 
service. 

With the growth, expansion and utilization of 
physical therapeutics in the years that have fol- 
lowed the war, the Academy has endeavored to 
promote precision in the application of these 
agents and to zealously guard against their con- 
fusion for purely utilitarian purposes. 

The Academy recognizes in physical therapy 
a component part of general therapeutics in cor- 
relation with all other branches of medical art. 

All members of the profession who are inter- 
ested in what will be presented and in the pro- 
motion of the best that physiotherapy may 
achieve are invited to attend. 

A model standardized Hospital Physical 
Therapy Department in operation will be open 
to visitors at St. Mary’s Hospital, Detroit, the 
week of October 3rd. 

C. P. Hutcuins, President. 


MEETING OF THE SOUTHEASTERN 
MASSACHUSETTS ASSOCIATED 
BOARDS OF HEALTH 


THE meeting of the Southeastern Massachu- 
setts Associated Boards of Health on September 
15, at Oak Bluffs, gave evidence of the value of 
these meetings of local health administrators in 
the nature ofthe topics and the interest and 
earnestness in the rather informal discussions. 
About forty were present at the opening of the 
meeting by W. Fred Delano of Fairhaven, and 
two subjects were discussed by a large number 
of speakers. The first was with reference to the 
attitude of the State authorities in the matter of 
shipping permits for shellfish, and the second a 
detail in the quarantine of communicable dis- 


ease. 

The shellfish situation at the time of the meet- 
ing was that in the absence of legal control over 
the shippers of shellfish, the Massachusetts De- 
partment of Public Health declines to issue per- 
mits for such shipments. The situation is appar- 
ently based on a ruling by the Attorney Gen- 
eral, that permits once granted can not be re- 
voked even for cause, in consequence of which 
the department of health has no control even if 
violations of health regulations exist. New 
York state, to which most of the shellfish are 
shipped from Massachusetts, requires the ship- 
ping permit of the state of Massachusetts, and 
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refuses goods not so certified. The result is that 
under existing permits, some can ship their 
goods, while others, whose permits have expired 
rs are unable to have them renewed, can not 
ship. 

More than a dozen speakers voiced sentiments 
varying from insufficient legislation to political 
influence and domination of the large commer- 
cial interests. The situation is critical, hun- 
dreds of thousands of dollars worth of business 
being in peril unless shipments can be legally 
made. Two motions prevailed, one to appoint 
a committee to draft the proper kind of bill to 
cover the situation, and the other, as an imme- 
diate measure, to bring the conditions to the at- 
tention of the Governor. 

The second matter for discussion was that of 
a detail in quarantining of a house. A case of 
scarlet fever was reported and the house plac- 
arded. The father, a day workman, visited 
the house, took from it clothing for his own use 
and food. He was warned by the health officers 
not to do so, but persisted night after night in 
this course of conduct. After three warnings 
the officials quarantined the house, stationing a 
guard before it, while the man was inside. He 
now demands of the town compensation for the 
' 21 days that he was in quarantine. The officer 
asked the meeting about the rights of the matter 
from their more experienced points of view. 
After much discussion the opinion was evolved, 
that the town is in all probability legally liable. 
The best course, it would seem would have been 
to put the workman in jail for violating the 
health regulations, but having forcibly detained 
him without such process, he would come under 
the general law, which allows him compensa- 
tion. Incidental to this discussion there was 
much discussion about the extent to which exist- 
ing quarantine regulations follow the advances 
in medical knowledge. ; 

The meeting of the health officers at Oak 
Bluffs was the second of those of the South- 
eastern Association at which the subject of the 
shell fisheries of Massachusetts was considered, 
the previous one having been held at Fairhaven 
on July 27 and reported in the JourNau of Aug- 
ust 11. It was recognized as a matter in which 
health administration was coming into conflict 
with a most important local industry, and the 
efforts of the meetings were towards some tem- 
porary solution until an obviously imperfect bit 
of legislation could be remedied. At the same 
time various commercial organizations had been 
at work, and a number of congressman and state 
representatives in consultation with them, Con- 
gessman Charles L. Gifford at their head. These 
organizations included the Cape Cod and 
Islands shellfish association, the North Shore 
association for the protection of the shellfish 
industry and a third association of the kind 
whose territory is Boston Bay. 

With an industry of millions of dollars a year, 


imperilled by the existing conditions, Attor 
General Arthur K. Reading ealled a cainrenes 
of health officers and persons interested in the 
commercial side of the matter. This conference 
was in order at the State House on Tuesday af- 
ternoon, September 20, with a large gathering 
of interested persons. The outcome of the meet- 
ing was the naming of a committee, which sat 
all day Wednesday in conference with Health 
Commissioner Bigelow and Mr. Reading. 

The situation was that the Attorney General 
had given an opinion that certificates permit- 
ting the shipping of shellfish once issued by the 
State Health department could not be revoked 
under the existing law, even if it were proved 
that the shellfish came from polluted waters. 
The Health Commissioner, finding himself pow- 
erless to revoke these certificates under these 
conditions, declined to issue any new ones or 
any renewals. The result of this would be the 
tying up of the industry at the beginning of 
the shipping season, since New York and other 
states refuse to receive shellfish from outside 
without the proper shipping tags, legal under 
the shipping permits. The opinion of the Attor- 
ney General stands, but a temporary expedient 
has been evolved. 

The State Department of Publie Health pro- 
poses to issue a special form of certificate, which 
Shall place the responsibility of protecting the 
public health in the matter squarely on the 
shoulders of the holders of the certificates, since 
these permits may be revoked. The shippers 
must codperate with the department and refuse 
shellfish taken in contaminated areas, otherwise 
their certificates will be withdrawn. 

It is realized on every side that the tempor- 
ary certificates will be issued as an emergency 
procedure, and that the ultimate solution of the 
difficulties must come and come early, in revised 


legislation. 


MASSACHUSETTS MEDICO-LEGAL SO- 
CIETY 50TH ANNIVERSARY MEETING 


TuE Society will hold its session at 2:30 
P. M. on Wednesday, Oct. 5th at the Warren 
Museum of the Harvard Medical School, 240 
Longwood Ave., Boston. 


SPEAKERS 


(1) Biologic Aids to Forensic Medicine (with 
lantern slides), Ludvig Hektoen, Professor of 
Pathology, Rush Medical College, Chicago. — 

(2) The Massachusetts Medico-Legal Society, 
Timothy Leary, Professor of Pathology, Tufts 
College Medical School and Medical Examiner. 

(3) Functions of the Massachusetts Medico- 
Legal Society, George Burgess Magrath, Medi- 
cal Examiner. 

(4) Reminiscences of the Society, Oliver H. 
Howe, Medical Examiner. 

Collation. 
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Physicians interested will be very welcome. 
Ernest L. Hunt, President. 
M. M. Canavan, Sec.-TReas. 


NEW ENGLAND SOCIETY OF 
PSYCHIATRY 


THE regular Fall meeting of the Society will 
be held with Dr. George L. Wallace at the 
Wrentham State School, Wrentham, Massachu- 
setts, Tuesday, October 4, 1927. 


PROGRAM 


‘‘ Abnormal Psychology from a Behaviouristie 
Standpoint.’’ Percival Bailey, M.D., Ph.D., 
Beston, Mass., Consulting Neurologist, New 
England Deaconess Hospital. 

‘‘Demonstration of Various Groups of the 
Mentally Defective.’’ George L. Wallace, M.D., 
Wrentham, Mass., Superintendent, Wrentham 
State School. 


MEETING OF THE BRISTOL NORTH 
DISTRICT 


Tue Fall meeting of the Bristol North Dis- 
trict Medical Society was held at the Taunton 
State Hospital on Thursday, September 16th. 
The members were the guests of Dr. Ralph 
Chambers and the State Department of Mental 
Diseases. An excellent dinner and entertain- 
ment was provided. The following papers were 
read : ‘‘Psychiatry and Its Relation to the Gen- 
eral Practitioner,’’ by Dr. Douglas A. Thom. 

‘‘Psychiatry and Criminals,’’ by Dr. A. War- 
ren Stearns. 

JOSEPH L. Murpuy, Secretary. 


MEETING OF THE INTER-STATE POST 
GRADUATE MEDICAL: ASSOCIATION 
OF NORTH AMERICA ASSOCIATED 
WITH THE FALL CONFERENCE OF 
THE KANSAS CITY SOUTHWEST CLIN- 
ICAL SOCIETY | 


THIs meeting will be held in Kansas City, 
Missouri, October 17 to 22, 1927. The head- 
quarters will be at Hotel Muehlebuch. A large 
number of eminent medical men from this and 
some foreign countries will be in attendance. 

In the program the names of the Boston men 
appear, Dr. Fritz B. Talbot, Dr. Milton J. 
Rosenau, Dr. Elliott P. Joslin, Dr. Nathaniel Al- 
lison, Dr. Frank H. Lahey and Dr. James H. 
Means. The subjects considered at these meet- 
ings cover the most important medical questions 
of the day. 


PROGRAM OF THE THIRD CLINICAL 
CONGRESS OF THE CONNECTICUT 
STATE MEDICAL SOCIETY 


Tuis Congress was held at New Haven Sep- 
tember 20, 21, and 22, with an attendance of 
about 400. Very complete arrangements were 


made for the care of the visiting doctors and 
in addition to the papers and discussions, ar- 
rangements were made for the demonstration 
of periodic medical examinations. The discus- 
sion of the papers was limited to selected speak- 
ers with opportunity for the asking of questions 
by other members. The subjects discussed 
were those of importance to the medical pro- 
fession at the present time and were uniformly 
of a high order. 


Boston was represented by Dr. Bronson 
Crothers, who read a paper entitled ‘‘Clinical 
Picture Produced by Obstetrical Injuries to 
the Spinal Cord’’; by Dr. Francis M. Racke- 
mann who spoke on ‘‘Asthma—Its Classifica- 
tion and Treatment’’; by Dr. C. Guy Lane who 
spoke on ‘‘Industrial Dermatoses’’; Dr. 
Leroy M. S. Miner who spoke on ‘‘Mouth In- 
fections and Their Relations to Physical Dis- 
ability’’ and Dr. Frank R. Ober who read a pa- 
per on ‘‘Common Foot Conditions.’’ 


Dr. Morris Fishbein, Editor of the Journal 
of the American Medical Assoctation, spoke at 
length on the harm brought about by un- 
trained practitioners not only in practice but 
in the prevention of the elevation of medical 
education. Dr. Willard C. Rappleye was the 
speaker at the evening dinner. His topic was 
**Medical Education,’’ and we have the privi- 
lege of presenting his paper as follows: 


Discussion OF MEDICAL EDUCATION 
W. C. RAPPLEYE, M.D. 


Dwrector of Study, Commission on Medical 
Education 


ALTHOUGH numerous criticisms of medical 
education are heard, it probably can be said 
that in no field of professional education are 
there as high and as uniform standards as exist 
at the present time in medical education. The 
efforts of the American Medical Association, the 


‘universities and the state medical boards have 


resulted in the fact that about ninety-five per 
cent. of medical graduates have a good general 
as well as professional training, and for the 
first time in our history the standards of medi- 
eal education are comparable with those of 
other civilized countries. These efforts have 
been largely responsible for the elimination of 
many proprietary and commercial medical 
schools of low standard, which were so com- 
mon in this country a few years ago. It was 
during this period, when medical education was 
still unorganized and we possessed one-half the 
world’s supply of medical schools, that the 
country produced more physicians than prob- 
ably were needed. It is to be expected that the 
sharp reduction in the number of medical 
schools in the last twenty years has produced 
a corresponding decrease in the number of med- 
ical graduates, although a definite increase in 
the number of those with better training. The 
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decrease in the number of physicians both in 
total number and in relation to the population 
will probably continue for fifteen or twenty 
years longer, but this situation is not alarming 
when it is considered that we still have more 
physicians to the population than any other 
country in the world and there is no likelihood 
of our losing that position. 

Associated with the elevation of standards 
of both medical education and medical licensure 
we have seen a counter current in the growth 
and legal recognition of irregular practitioners 
of the healing art. The efforts to insure to the 
country a medical personnel of sound profes- 
sional training has been offset in part, at least, 
by the public acceptance of many forms of 
health service having little claim to educational 
standards. We have then a picture of efforts to 
elevate education as well as medical practice 
offset, temporarily at any rate, by the accept- 
ance of essentially untrained practitioners who 
have increased about two hundred per cent. dur- 
ing the last fifteen years. A few states have 
recently recognized this situation and now re- 
quire that all practitioners of the healing art, 
regardless of their methods of treatment, shall 
show a reasonable knowledge of the structure 
and function of the human body, be familiar 
with the processes and effects of disease, and 
be reasonably qualified in the diagnosis of ill- 
ness. Other states are contemplating similar 
procedure to protect the public from untrained 
practitioners. 

One of the largest problems of medicine to- 
day is the distribution of physicians. It is well 
recognized that there is a decline in the number 
of physicians in the rural districts and in the 
smaller communities. A few individuals are 
of the opinion that the elevation of standards 
of medical education has been largely responsi- 
ble for this condition, and suggest a lowering 
of our standards to secure a better distribu- 
tion to these rural districts. There is no evi- 
dence available which would substantiate that 
opinion. Current methods of communication 
and transportation, the shift of the population 
from rural communities to cities and the rapid 
development of industry throughout the country 
have markedly influenced the entire life and 
character of the rural districts and have made 
their problem a major national question,—of 
which health and medical service are but a part. 
To assume that the medical aspects of this 
enormous question can be answered by supply- 
ing these areas with physicians with a train- 
ing below standard, is a far ery even if it could 
be done, which is quite unlikely. Modern trans- 
portation, the development of hospital and 
elinie facilities and active health and nursing 
work in rural communities have already dem- 
onstrated, in many sections of the country, that 
well-trained physicians and health workers will 


go to these districts fully prepared to meet 


their peculiar problems. It probably is true 
that in most sections of the country better med- 
ieal services are now more accessible than they 
have been in the past. The present problem 
is largely to secure better organization of exist- 
ing facilities and further extension of them, 
rather than to provide sub-standard physicians 
the individual. 


_ There have been certain defects introduced 
into medical education by the various efforts 
to elevate its educational standards prominent 
among which have been rigidity and overcrowd- 
ing of the curriculum. These conditions have 
been almost inevitable in part because of the 
great and rapid growth of knowledge regard- 
ing disease and methods of diagnosis and treat- 
ment. Great efforts are now being made to 
correct these defects and to bring medical edu- 
cation more in line with the best knowledge and 
experience in educational methods, particularly 
emphasizing that the unit of education is not 
the subject to be taught but the student. We 
have been paying altogether too much attention 
to credits and hours of instruction, almost for- 
getting that the real measures of success in edu- 
cation are knowledge and the development of 
the indivdual. 

There can be no doubt about the current 
trend of medical graduates to go into the speci- 
alties. Recent studies have shown that approx- 
imately forty per cent. of recent graduates limit 
their practice to a specialty and that about one- 
half of these specialists have had no period of 
general training beyond the regular medical 
course and interneship. It cannot be claimed 
without qualification that specialization is un- 
desirable for no small part of medical progress 
and of the best type of medical practice can 
be credited to the efforts of specialists. The 
important thing is to have a proper number of 
specialists who are trained broadly and who 
work in codperation with other well trained 
physicians to insure a well rounded medical 
service to the individual and to the community. 

Another important problem is that of keeping 
general practitioners of medicine, particularly 
of the smaller communities, abreast of current 
medical knowledge in order that they may bring 
to each patient the best possible service, and to 
secure for themselves the greater satisfaction in 
so doing. One of the most striking develop- 
ments in this direction has been the growth 
of clinical assemblies. These assemblies, in one 
or another form, have done much to stimulate 
practicing physicians in the more recent develop- 
ments in medical and health work and have 
been very valuable in helping the practitioner 
to keep oriented in the limitations and difficul- 
ties, as well as value, of these newer develop- 
ments. The hearty response to these clinical 
conferences is only one indication of the eager- 
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ness of most physicians to keep abreast and to 
bring the best possible methods of diagnosis and 
treatment into their practice. 


The JoURNAL had a representative at the 
meeting and will solicit some of the more im- 
portant papers which we hope to secure for 
publication. This was probably one of the 
most interesting clinical exercises of the year. 

So far as the history of the Congress is con- 
cerned, it was inaugurated in 1925. Although 
it is an independent organization, its relation 
to the State Society is sufficiently close to lead 
to a possible absorption of the scheme by the 
State Society. The registration has increased 
from year to year, this last year being the larg- 
est attendance of the series with about fifty 
registering from outside the state. 


BOOK REVIEWS 


IIEART DISEASE AS A CAUSE OF DEATH 


HEART DISEASE, as the cause of death, has been 
entered on the death certificates by the practi- 
tioners of this country in a steadily increasing 
proportion of all causes of death. Whatever 
may be the cause of this, the fact is undisputed. 

This tentency has been noted for several years 
and at many different points. The reason for 
this increase and the possibility of control have 
been considered. 

In the report by Dr. Alfred Cohn of the Rocke- 
feller Institute, and Chairman of the Research 
Committee of the Heart Committee of the New 
York Tuberculosis and Health Association, this 
is an exhaustive consideration of heart disease as 
a public health problem, setting forth clearly the 
facts which are known and showing the lack of 
definite knowledge in many important parts of 
the problem. 

All who are interested in public health will 
find this report of value. 


Overcoming Tuberculosis. By GERALD B. Wess, 
M.D., and CuHarues T. Ryprer, M.D. Pub- 
lished by Paul B. Hoeber, Inc., 76 Fifth Ave- 
nue, New York City. $2. 


The third edition of this little book of Webb 
and Ryder differs chiefly in the title which in 
the second edition was ‘‘Recovery Record’’ and 
Is now changed to_‘‘Overcoming Tuberculosis. ’’ 
The subject matter is little changed except in 4 
few details and is full of sound, common sense. 
Of all the books intended to be placed in the 
hands of those suffering with tuberculosis we 
consider this one of the best. 


The Fifth Avenue Hospital Clinics. First 


Series. Paul B. Hoeber, Inc., New York. 


1927. 


This volume consists in a collection of papers 
presented at the semi-monthly staff meetings of 


the Fifth Avenue Hospital during the year 
1925. The titles include a varied list of medical, 
surgical, and general topics, most of which are 
considered rather briefly. A few of the more 
thorough articles have previously appeared in 
journals. The book as a whole demonstrates 
that much excellent work is being done at the 
splendidly equipped Fifth Avenue Hospital. 


Hernia and Hernioplasty. By E. M. tt. 


In this small volume the author gives a good 
résumé of the hernia situation from the historical 
side down to the most modern work on technique. 
Most of the illustrations, which are profuse, are 
clear and well adapted to the text. There is 
considerable statistical data and many of the 
facts brought out are quite illuminating. He 
finds a small direct sac associated .with a vast 
majority of oblique herniae; also a beginning 


hernia is found on the opposite side from a com- 


plete one in nearly every case in his experience. 
He therefore advocates and practices a double 
operation unless there are definite contraindica- 
tions. 

An hernioplasty, which he terms the ‘‘ Flap 
operation,’’ is presented in some detail. After 
a careful removal of the sac or sacs the trans- 
versalis fascia is carefully sutured over this re- 
gion, closing the mternal ring. A pedicle graft 
one-half inch wide is then taken froin the inner 
side of the external oblique, the pubic end being 
left attached. This is sutured to Pouparts liga- 
ment below with a strip of the external oblique 
taken from the outer side. The upper portion 
of the graft is sutured to the conjoined tendon 
with linen. 


His experience consists in approximately two 
hundred operations in about one hundred and 
twenty-five individuals in which he is aware of 
no recurrence. He allows the patient out of bed 
at the end of a week and out of the hospital in a 
fortnight; and advises a return to work in a 
month after operation. He uses his ‘‘flap opera- 
tion’’ in practically all kinds of herniae, in the 
inguinal region. 


The Health of the Child of School Age. Oxford 
Medical Publications. 


There is a volume of 202 pages in which is 
presented a series of lectures by different auth- 
ors on subjects relating to the health of the child 
of school age. The topics discussed are briefly 
as follows: 

Dental problems. 

Diets and digestive disturbance. 

Infectious diseases. 

Affections of the nose, throat, eye, ear, skin; 
together with the value of athletics to the school 
child. 

The presentation js clear and admirably suit- 
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ed for the layman. The subject matter is some- 
what different from that found in similar Amer- 
ican treatises on public health. The chapters 
on dentistry and affections of the nose, throat, 
and ear, are especially to be commended. The 
book is written by Englishmen in the interest 
of the English school child. 


The American Illustrated Medical Dictionary. 
W. A. Newman Doruann, A.M., M.D., 
F.A.C.S. 14th Edition Revised and Enlarged. 
W. B. Saunders Co. 1388 Pages. 


It is two years since the thirteenth edition of 
the American Illustrated Medical Dictionary 
appeared. The present edition has been thor- 
oughly revised. Many definitions have been re- 
written to place the terminology in accord with 
the latest accepted ideas. Over 2,000 new words 
and over 100 new cuts have been added. The 
dictionary in addition to the usual anatomic 
clinical tables contains specially prepared tables 
of test stains and staining methods, and methods 
of treatment. The book is beautifully printed 
and the illustrations are of practical value. 


? 
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Practical Lectures: Second series, 1924-26. 
Medical Society of the County of Kings, 
Brooklyn, New York. Paul B. Hoeber, Inc. 
New York, 1927, A.P. 590. 


This book consists of thirty-seven lectures 
dealing with practically all phases of medical 
problems. The lectures are fairly short, and 
very simply presented. The style is easy to 
read and frequently the articles are elucidated 
by illustrations. An occasional discussion is ap- 
pended which adds somewhat to the value. A 
few references to literature would be of advan- 
tage, but would perhaps be out of place in lec- 
tures of this type. 

Some of the lectures of particular interest 
are those on ‘‘The Doctor in Court,’’ by John 
G. Dyer; ‘‘Periodical Health Examinations,”’ 
by Haven Emerson; ‘‘ Varieties and Treatments 
of Goitre,’’ by Frank H. Lahey; ‘‘Toxemias of 
Pregnancy,’’ by John O. Pollik; ‘‘ Radiation in 
Malignancy,’’ by Francis Carter Wood. 

These lectures, of course, merely summarize 
the present state of knowledge on the different 
subjects, but are extremely readable. 


Evolution of Preventive Medicine. By Sir Ar- 
THUR NEWSHOLME. Published by Williams & 
Wilkins Co., Baltimore. 


There have been a number of books on the 
history of medicine but none have approached it 
from exactly the point of view that this little 
volume does. Any book by Sir Arthur News- 
holme repays careful study and this one is no ex- 
ception. 

The present volume takes us only to the mod- 
ern era beginning with Pasteur. A succeeding 
volume dealing with the advances in public 


health since Pasteur will be eagerly awaited by 
anyone reading the ‘‘Evolution of Preventive 
Medicine. ’’ 


The Thomas Splint and Its Modifications in the 
Treatment of Fractures. By Mevrice Stn- 
cLair, C.M.G., M.B., Ch.B. (Edin.) With a 
Foreword by Sm Rosert Jones, K.B.E., C.B., 
R.F.C.S. Humphrey Milford, Oxford Uni- 
versity Press, 1927. 


Sinclair’s book of some 160 ‘pages on the 
Thomas splint and its modifications is really a 
short treatise on the handling of fractures by 
the meticulous and original methods which he 
developed during the war and has elaborated 
since. It is probably true that the cases of frac- 
tured femora which were segregated under him 
at Wimereux near Boulogne came back to Eng- 
land with more perfect alignment and more 
complete return of function than those from any 
other army hospital. His large experience 
crowded into a few years justifies him in speak- 
ing dogmatically and with authority. In his 
book he describes in great detail not only the 
Thomas splint and its modifications, but various 
other original appliances of his own. The in- 
dications for their employment and the nice 
methods of the application are clearly set forth 
in the text and excellently illustrated by photo- 
graphs and diagrams. There are chapters of 
great practical value on the treatment of 
wounds of the soft tissues and on radiography 
in the treatment of fractures. The exact speci- 
fications for apparatus, description of the auth- 
or’s ‘‘splint boxes,’’ and a table of materiai re- 
quired in fractures are given in the appendices. 
There is surely multum in parvo in this unpre- 
tentious little volume and commonsense is not 
sacrificed to detail. 
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